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The sample (N=118) was mostly Lesbian (85.6%, n=101) with a mean age of 
60.81 years (min=50, max=86, SD=7). Most (55.1%, n=65) lived with a partner, 
including 25.4% (n=30) being married. The education mean (=category 4.37, min=1, 
max=6, SD=1.123) was between Bachelor’s and Master’s degrees, 48.3% were employed 
full-time (n=57), 26.3% (n=31) retired, and the annual household income was $50,000 – 
$99,999 (mean=5.13; SD=1.392). They reported good health (mean=4.04; min=1, 
max=6, SD=0.789) with an overweight Body Mass Index (BMI mean=32.77; min=17.97, 
max=57.32, SD=8.03). Quality ratings showed: healthcare received was closest to very 
good (mean= 4.68; min=1, max=6, SD=1.205); care received from primary care provider 
was between very good and excellent (mean=4.54; min=1, max=6, SD=1.174); providers’ 
sensitivity/cultural competence for sexual orientation was closest to very good 
(mean=4.70; min=1, max=6, SD=1.182); providers’ sensitivity/cultural competence for 
race was between good to very good (mean=4.57; min=1, max=6, SD=1.178); and 
providers’ openness to hearing about/accepting sexual orientation was closest to very 
open (mean=3.77; min=1, max=5, SD=0.937). The majority (71.2% (n=84) experienced 
discrimination in the healthcare system—for being Black (64.4%, n=76), a woman 
(48.4%, n=57), overweight/obese (31.4%, n=54), or appearance (29.7%, n=35). 
Findings for performing 9 behaviors for healthy aging showed: 1-stages of 
change mean=4.283 (min=1.44, max=5, SD=0.663) was closest to action stage; 2-self-
efficacy mean=5.171 (min=3, max=6, SD=0.703) was 80% confident; 3-knowledge 
mean = 5.811 (min=3.22, max=7, SD=0.916) was closest to a high level of knowledge; 
and, 4-motivation mean=5.57 (min=3.44, max=7, SD=0.935) was between moderate and 
high. 
They had moderately high: satisfaction with life (SWLS-3 mean=5.223, min=1.33, 
max=7, SD=1.272); overall life satisfaction (LSS-1, mean=7.50, min=2, max=10, 
SD=1.834); and harmony in life (mean=5.407; min=2, max=7, SD=1.184).  
Backwards stepwise regression, controlling for social desirability, indicated 
higher Satisfaction with Life (SWLS-3) was significantly predicted by: Higher 
harmony in life (B=0.714, p=0.000); Higher annual household income (B=0.155, 
p=0.004); Higher provider sensitivity/cultural competence to their patient being Black 
(B=0.208, p=0.002)—with 62.4% of variance explained (R2=0.615, adjusted R2=0.624; 
F=25.483, p=.000) by the model. 
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Lesbian, gay, bisexual, and transgender (LGBT) older adults have been described 
as a “health disparate population” (Correro & Nielson, 2020, p. 3). Unlike their 
heterosexual peers, in addition to coping with chronic health conditions, loss of 
independence, postretirement financial challenges, social isolation, and ageism that are 
often associated with the aging process, they have contended with unique “social bias and 
stigma pertaining to their sexual orientation or gender identity” (Hash & Morrow, 2019, 
p. 2). For example, in the United States, LGBT older adults aged in an era when same-sex 
intimacy was considered deviant and illegal; thus, hiding sexual orientation or gender 
identity status from one’s family and community was a common, protective act (Johnson, 
2009; Morrow, 2001).   
Nelson and Andel (2020) used data from the Health and Retirement study to 
“examine the associations between sexual orientation and self-reported health measures” 
among a sample of 3,574 heterosexual and 420 LGBT (64 SMW) adults aged 50 years or 
older (p. 3). They found lesbian, gay, and bisexual (LGB) individuals were “two times 
more likely to have ever experienced depression” in comparison to their heterosexual 
peers (p. 6). 
LGBT individuals have also experienced inadequate or discriminatory health care 
due to their sexual minority (Houghton, 2018; Rawlings, 2012; Stein et al., 2020). Stein 




including physicians, social workers, nurses, and chaplains, which explored “inadequate, 
disrespectful, and abusive care to patients and family due to sexual orientation or gender 
identity” (p. 1). They found LGBT patients and their families were more likely to have 
received discriminatory health care than their heterosexual peers. Specifically, most 
respondents felt LGB patients had experienced discrimination (53.6%) and delayed care 
due to a fear of discrimination (89.7%).  
Meyer (1995) proposed sexual orientation-based inequities are attributed to 
minority stress and the increased risk for physical and mental health problems. Due to the 
double minority status of their gender and sexual orientation, lesbians and other sexual 
minority women (SMW) have experienced a lifetime of legal and structural 
discrimination, social stigma, and isolation, which is associated with their health and 
wellbeing, economic security, and social networks (Nelson & Andel, 2020, p. 6).  
Lesbian and other SMW report worse global ratings of physical health than did 
men or their heterosexual counterparts (Fredriksen-Goldsen et al., 2017). They were more 
likely to be overweight or obese, experience higher rates of asthma, and to have arthritis 
(Simoni et al., 2017). Further, they are less likely to undergo routine care screenings 
(Blosnich et al., 2014).  
Lesbians and other SMW have also encountered an array of structural and system-
level barriers to accessing care, which have negatively impacted their health and 
wellbeing (Ash & Lee Badgett, 2006; Dahlhamer et al., 2016; Everett et al., 2019; Kerker 
et al., 2006; Mays et al., 2002). In an examination of 25,885 adults who completed the 




more likely to lack health insurance, not have a regular care provider, experience 
difficulty finding a care provider, and delay or “not receive care because of cost” in 
comparison to their heterosexual counterparts (Dahlhamer et al, 2016, p. 1119). Lewis et 
al. (2017) conducted a study among a sample of 1,048 lesbian identified women aged 18 
to 35 years and found experiencing heightened levels of discrimination was associated 
with feelings of rejection and stereotyping.  
African American and Black women have been found to have higher risks for 
developing health disparities than their non-white counterparts (Deimling et al., 2019; 
Schulz et al., 2006; Walton & Boone, 2019). Utsey et al. (2002) found African American 
adults aged 55 to 93 years experienced chronic race-related stress, which was associated 
with a prolonged exposure to housing, education, employment, health care, and public 
policy discrimination. Broman (1997) found life satisfaction among African Americans 
was negatively affected by their experiences with racial discrimination. 
Warner and Brown (2011) examined “how race/ethnicity and gender jointly and 
simultaneously” determined the “age-trajectories of disability” for 8,701 older adults who 
self-identified as White, Black, and Mexican American (p. 1237). They used data drawn 
from the 1994-2006 US Health and Retirement Study (HRS) to explore whether 
“socioeconomic inequality experienced by racial/ethnic/gender minorities would explain 
racial/ethnic/gender disparities” using both life course and intersectionality perspectives 
(p. 1239). Findings indicated Black women had greater functional limitations at baseline, 
were more likely to be obese, “accumulate functional limitations more rapidly,” and 




Crenshaw (1990) coined the concept of intersectionality to emphasize how 
“women of color occupy positions both physically and culturally marginalized within 
dominant society” (Crenshaw, 1990, p. 1250). In recent years, researchers and scholars 
have applied the intersectionality framework to “a range of issues, social identities, power 
dynamics, legal and political systems, and discursive structures” that depict the 
interlocking systems of oppression (Carbado et al., 2013, p. 304).  
Few-Demo and Allen (2020) argued the intersection between sex and race must 
be considered when examining the health of Black women. In their study of 200 adults 
with type 2 diabetes (46% Black; 45% female), they defined intersectionality as a 
framework where “identities like sex and race interact multiplicatively, creating distinct 
experiences of advantage and disadvantage for each subgroup” (p. 70). Findings from 
their analysis suggested “applying an intersectionality framework “provides a lens for 
considering the distinct life experiences that affect how individuals cope” with chronic 
health conditions (p. 77).  
Bowleg (2008) theorized one’s sexual identity is inseparable from their other 
identities (e.g., race/ethnicity, gender, sexual orientation), and encompassing multiple 
marginalized social positions may create heightened risks of social exclusion and 
difficulties securing health promoting resources, such as socioeconomic and social 
resources. Henderson and Ainsworth (2003) stated older African American women were 
more at risk for developing health disparities than their non-white counterparts due to 
their intersecting identities, which were linked to negative sociocultural factors, such as a 




Black lesbians have been found to experience worse health outcomes and 
participate in greater amounts of unhealthy lifestyle behaviors than their heterosexual 
counterparts, White lesbians, and men (Kim, Jen, et al., 2017). A study conducted by 
Dibble et al. (2012) found African American lesbians aged 22 to 79 may delay seeking 
health care treatment due to “the fear of discrimination based on their sexual orientation, 
race, and size” (Dibble et al., 2012, p. 834). Battle et al. (2015) found a lifetime of 
experiencing homophobia to be associated with Black lesbians age 50 years and over not 
disclosing their sexual identity to their medical providers.    
Quality of life has been defined as an “individuals’ perceptions of their position in 
life in the context of the culture and value systems in which they live and in relation to 
their goals, expectations, standards and concerns” (World Health Organization Quality of 
Life [WHOQOL] Group, 1998, p. 551). Over the past few decades, more than one 
thousand assessment instruments have been created and deployed to evaluate the vast 
array of circumstances associated with an individual’s insights, feelings, and responses 
regarding a desirable or undesirable quality of life (Diener, 2006; Theofilou, 2013). 
Decreased quality of life among LGBT adults has been associated with the fear of 
discrimination, prejudice, stress related sexual orientation disclosure (Putney et al., 
2018). 
Life satisfaction is a core aspect of quality of life (Deimling et al., 2019; Diener, 
2006; Liu et al., 2019). McIntosh (1998) defined life satisfaction as a person’s level of 
contentment with all aspects of their life, and described it as the most widely studied 




Diener (2006), life satisfaction measures how an individual “evaluates or appraises his or 
her life as a whole” (p. 154). Crum and Ferrari (2019) defined life satisfaction is an 
indicator of “how satisfied individuals are with their life” (Crum & Ferrari, 2019, p. 87). 
A broad range of factors influence life satisfaction, including health, socioeconomic 
status, social relationships (Deimling et al., 2019; Krause, 2004). Gabbidon and Peterson 
(2006) proposed racial stressors, such as institutional racism, contribute to poverty and 
lower wage earnings (i.e., economic stressors) among African Americans, which are 
conversely correlated with high life satisfaction.  
Important variables for lesbian life satisfaction across the lifespan, include income 
and education; however, lesbian women typically earn 5-14% less than other women 
(Badgett, 1995). Katz-Wise and Hyde (2012) conducted a meta-analysis of 386 studies 
occurring between 1992 and 2009 to “determine the prevalence and types of 
victimization experienced by lesbian, gay, and bisexual (LGB) individuals” (p. 142). 
Findings indicated that 9% of respondents had experienced housing discrimination, 
which was greater than their heterosexual peers. Similarly, Herek (2009) found that 
11.2% LGB respondents had experienced housing discrimination, employment 
discrimination, or both in an examination of 719 individuals (86%) who completed a 
questionnaire in 2005.  
Data collected through community-based, non-probability studies have estimated 
there to be between 1.75 to 2.4 million older LGBT adults in the United States, “with the 
expectations that this number will double to over 5 million by 2030” (Choi & Meyer, 




identified as LGBT increased from 3.5% in 2012 to 4.5% in 2017 (Meyer, 2019). As the 
LGBT population increases, so will the multitude of unique “economic, psychosocial, 
and interpersonal issues that often create barriers to their well-being" (Hash & Rogers, 
2013, p. 249). 
Yet, there is a “noticeable gap in published research on older people with sexual 
and gender minority and racial/ethnic minority identities” (Laganá et al., 2020, p. 2). In 
order to address disparities associated with quality of life and life satisfaction among the 
growing population of older Black lesbians within society, more information needs to 
collected about their specific and unique perceptions and circumstances (Adams & 
Poteat, 2016; Coley et al., 2017; Dibble et al., 2012; Fredriksen-Goldsen et al., 2017). 
This study was carried out to gain a better understanding of how older Black lesbians and 
other SMW viewed successful aging within the context of quality of life and life  
satisfaction.  
Statement of the Problem 
The problem this study aims to address is the need to identify factors related to 
Satisfaction in Life with a sample of older (age 50 and above) African American/ Black 
lesbians (or bisexual, queer, etc.). This is important in order to be able to create culturally 
tailored interventions to improve the health and well-being of this population. In order to 
address disparities (compared to White or heterosexual women) in Satisfaction in Life 
among the growing population of older Black lesbians within society, more information 




(Adams & Poteat, 2016; Coley et al., 2017; Dibble et al., 2012; Fredriksen-Goldsen et al., 
2017). 
A dimension of this problem includes the overall lack of research about the lived 
experiences and circumstances of older Black lesbians and other older Black sexual 
minority women (Fredriksen-Goldsen et al., 2013). However, older Black lesbians and 
other SMW not only experience sexual orientation-based inequities, but the intersections 
of race and gender impact the factors associated with their wellbeing (Bowleg, 2008;  
Calabrese et al., 2015; Dibble et al., 2012; Mays et al., 2002; Seelman et al., 2017). 
Purpose of the Study 
This study aims to gather data about the factors associated with satisfaction in life 
among older African American/ Black lesbians (or bisexual, queer, etc.) age 50 and 
above. The study is rooted in multiple theories: Intersectionality (Crenshaw, 1990); 
Cultural Competence/Cultural Humility (Tervalon & Garcia, (1998); Cultural Humility 
(Hook et al., 2013); Structural Competency (Metzl & Roberts (2014); Metzl & Hansen 
(2014); Minority Atress (Meyer, (1995); and Cumulative Inequality Theory (Ferraro et 
al., 2009).  
More specifically, the purpose of this study is to identify significant predictors 
of a high satisfaction with life (i.e. Part VII: The Abbreviated Version of the 
Satisfaction with Life Scale [SWLS-3]), as the outcome/dependent variable, while 






• data on children; 
• health background and ratings; 
• experiencing potential disparities in health care service delivery; 
• stage of change, self-efficacy, knowledge and motivation for performing 9 key 
behaviors for healthy aging1-obtaining physical health care and maintaining 
health and wellness; 2-receiving regular care from a primary health care 
provider and other specialty providers; 3-participating in stress reduction 
activities (yoga, meditating, walking, exercising, etc.) and taking care of 
mental /emotional health; 4-talking to and being with others for social support 
and to avoid isolation / loneliness; 5-maintaining a safe and secure home or 
place to live; 6-planning for the future so you have safe and secure housing or 
long-term care; 7-taking care of your financial needs so you have enough 
money to live now; 8-planning for your financial needs in the future for when 
you get older; 9-planning for the end of your life and completing essential 
paperwork; 
• harmony in life; 
• quality of life; 
• past month perceived stress; 
• any use of alcohol, cigarettes, drugs and percentage of time they are used to 
cope with stress; perceived social support; 




• post-traumatic stress disorder (PTSD) symptoms in the past 30 days; 
• depression in the past year; 
• anxiety in the past year; 
• receipt of counseling in past year; 
• microaggressions experienced and attributed to being a Black lesbian; 
• any experiences of discrimination, microaggressions and hate for one’s  
• intersectionality (yes/no), and if stressful (yes) or traumatic (yes/no). 
Research Questions, Survey Parts, and Data Analysis Plan 
Given an online sample of participants (N=118) who self-identify as an African 
American or Black lesbian (bisexual, queer, etc.) and complete an online survey in 
response to a social media campaign (i.e. “To take a survey on Black lesbians’ life 
satisfaction for a chance to win 1 of 3 $100 Amazon.com gift certificates, please click 
here, i.e., https://tinyurl.com/INVITING-BLACK-LESBIANS”), this study will answer  
the following research questions: 
Quantitative Portion of the Study 
1. What are their demographic characteristics (i.e. age, partner status, skin color 
tone, self-identification of sexual orientation, sexual behavior, sexual attraction, 
place of birth, zip code, annual household income, level of education, 






Part I: Basic Demographics (BD-15) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
2. What is their history of giving birth and parenting children? And, do they 
anticipate any of the children identified being involved in their future care, or 
overall care, as they age across the lifespan? 
Part II: Motherhood, Co-Parent, and Any Anticipated Future Care by a 
Child Scale (MC-AAFCBC-S-4) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
3. To what extent do they tend to provide socially desirable answers—as a variable 
to be controlled for in regression analysis? 
Part III: Single Item Rating of Risk of Providing Socially Desirable 
Responses (SIR-RPSDR-1) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
4. What is their personal health background, including any chronic health conditions 
and health issues (e.g. hypertension, diabetes, asthma, arthritis, etc.)? And, what 
are their ratings for their physical health status, mental/emotional health status, 
Body Mass Index (BMI), weight status, medical insurance status, quality of 






Part IV: Personal Health Background (PHB-10) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
5. To what extent have they experienced potential disparities in healthcare service 
delivery as African American / Black lesbians (bisexual, queer, etc.), given 
ratings of: (a) their health care providers’ sensitivity/competence in providing the 
same care as they would provide to White women;  (b) their health care providers’ 
sensitivity/competence in providing the same care as they would provide to 
heterosexual women; (c) extent to which they disclose their sexual orientation to 
providers (always, sometimes, not at all); (d) extent to which 
institutions/providers are perceived as open to hearing about and accepting their 
sexual orientation; ( e ) extent to which they attribute experiences of 
discrimination within the healthcare system to their multiple personal 
characteristics (intersectionality as double/triple/or more oppression for being a 
woman, Black, person with a disability, overweight/obese, appearance); (f) extent 
to which they have persevered and been adherent to receiving medical care 
despite having concerns about how they might be treated (i.e. highest, moderate, 
low, or lowest perseverance/adherence)? 
Part V: Potential Disparities in Healthcare Service Delivery (PDHCSD-5) 
Data Analysis Plan: Descriptive statistics, including means, standard 




6. What is their stage of change, self-efficacy, knowledge and motivation for 
performing the 9 key behaviors for healthy aging—i.e. (1) obtaining physical 
health care and maintaining health and wellness; (2) receiving regular care from a 
primary health care provider and other specialty providers; (3) participating in 
stress reduction activities (yoga, meditating, walking, exercising, etc.) and taking 
care of mental /emotional health; (4) talking to and being with others for social 
support and to avoid isolation / loneliness; (5) maintaining a safe and secure home 
or place to live; (6) planning for the future so you have safe and secure housing or 
long-term care; (7) taking care of your financial needs so you have enough money 
to live now; (8) planning for your financial needs in the future for when you get 
older; (9) planning for the end of your life and completing essential paperwork? 
Part VI:  Stages of Change, Self-Efficacy, Knowledge, and Motivation for 
Performing 9 Behaviors for Healthy Aging (SOC-SE-K-M-P9BFHA-9) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
7. What is their level of satisfaction with life?  
Part VII: The Abbreviated Version of the Satisfaction with Life Scale 
(SWLS-3)  
• NOTE: SWLS-3 is the study Outcome/Dependent Variable 
Part VIII: Life Satisfaction Scale (LSS-1)  
Data Analysis Plan: Descriptive statistics, including means, standard 




8. To what extent do they experience harmony in life (balance)? 
Part IX: The Harmony in Life Scale (HLS-3) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
9. What did they report as their past year level of satisfaction with their experience 
of sex and sexuality? 
Part X: Satisfaction with Sex and Sexuality Past Year (SSS-PY-1) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
10. How do they rate their quality of life at the present time, given considerations of 
their ability to function physically, the amount of social support they have, their 
feelings about their body image, their emotional functioning, and their mental 
functioning? 
Part XI: Rating Your Quality of Life Scale (RYQOL-S-1) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
11. What is their perception of stress in their lives in the past 30 days? 
Part XII: Perceived Stress Scale (PSS-4) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
12. What is their current/ past alcohol, cigarette and drug use, and to what extent do 




Part XIII: Alcohol, Cigarette, Drug Use and Stress Coping (ACDU-SC-4) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
13. What is their current level of perceived social support? 
Part XIV: Perceived Social Support Scale (PSSS-1) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
14. To what extent have they experienced symptoms of posttraumatic stress disorder 
(PTSD) in the past 30 days? 
Part XV: Primary Care PTSD Screen for DSM-5 (PC-PTSD-5) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
15. To what extent have they experienced symptoms of depression and anxiety in the 
past year—and did they seek out counseling? 
Part XVI: Retrospective Depression and Anxiety Scale (R-DAS-3)  
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
16. To what extent have they experienced microaggressions—that seemed related to 






Part XVII: Ratings of Experiences of Microaggressions with Others (REM-
WO-6) 
Data Analysis Plan: Descriptive statistics, including means, standard 
deviations, frequencies, and percentages 
17. Are there any significant relationships between the study dependent/outcome 
variable of level of satisfaction in life (SWLS-3) and selected independent 
variables? 
  Data Analysis Plan: Inferential statistics—Pearson’s correlations, t-tests 
18. What are the significant predictors of the study dependent/outcome variable of 
level of satisfaction in life (SWLS-3), given selected independent variables, 
while controlling for social desirability? 
Data Analysis Plan: Backward stepwise regression 
Qualitative Portion of Study 
19. Using a mixed methods approach with several open-ended questions, what factors 
have impacted their life satisfaction? (a) What factors have impacted their life 
satisfaction? (b) What have been the most stressful parts of their life experience? 
(c) How have the coped, bounced back, healed or were resilient? (d) What 
recommendations do they offer for improving the overall life satisfaction of older 
African American lesbians as they age across the lifespan, given their experiences 





Part XVIII: Life Satisfaction, Stress, Trauma, Intersectionality, Ways of 
Coping, and Resilience (LS-STI-WOC-R-4) – Mixed Methods Section 
Data Analysis Plan: Identification of emergent themes and categories 
Anticipated Findings 
It was anticipated that significant predictors of a higher level of Satisfaction with 
Life (SWLS-3) would be: lower their age; having a partner; higher income; higher level 
of education; having children; anticipating children would be involved in future care; 
lower number of chronic health conditions/health issues; higher rating of physical health 
status; higher rating of mental/emotional health status; lower BMI; higher rating of 
quality of overall medical care; higher rating for providers’ sensitivity/cultural 
competence for treating them same as Black women; higher rating for providers’ 
sensitivity/cultural competence for treating them same as sexual minority women; higher 
perseverance/adherence to receiving medical care despite any concerns about how they 
might be treated; higher stage of change (SOC) for performing the 9 key behaviors for 
healthy aging; higher self-efficacy (SE) for performing the 9 key behaviors for healthy 
aging; higher knowledge for performing the 9 key behaviors for healthy aging; higher 
motivation for performing the 9 key behaviors for healthy aging; higher harmony in life 
(balance); lower perception of stress in their lives in the past 30 days; higher perceived 
social support; less symptoms of PTSD; less depression past year; less anxiety past year;  






The study will be delimited to women age 50 and above who self-identify as 
African American or Black, as well as lesbian or bisexual or queer—so that all are sexual 
minority women (SMW). Only those who complete the entire survey will be included in 
data analysis, while any with sufficiently complete surveys may also be included (i.e.  
data for the study outcome variable of Satisfaction with Life). 
Limitations of the Study 
A study limitation involves the sole use of an online study methodology, 
excluding those who lack access to Internet and computers (or a smart phone, etc.). The 
study protocol arises from the Research Group on Disparities in Health (RGDH), which 
has a long history of conducting online research since 2006; thus, the methods are suited 
to the current Covid-19 pandemic.  A potential study limitation involves the extent to 
which the pandemic in the United States is associated with so much stress as to 
negatively impact online study participation. Also, the total amount of money devoted to 
the incentive of Amazon gift cards has also been decreased due to the realities of the 
pandemic having a wide impact: i.e. from a typical total of $600 down to a current total 
of $300 (e.g. they have a 3 in 200 chance of winning 1 of 3 $100 gift cards for use on 
www.Amazon.com). Still, in the present pandemic-related economy, this chance of 





attempting to take the survey more than once. Hence, this poses a study limitation, and 
the data will be screened for any duplicate computer IP addresses, followed by examining  
and eliminating those files as appropriate. 
Definition of Terms 
This section will define the key terms that are associated with this dissertation.  
 
Cultural competence is defined as an ongoing “commitment and active 
engagement” with other individuals (Tervalon & Garcia, 1998, p. 118). It has no 
“discrete endpoint,” so it requires individuals to be “lifelong learners” who continuously 
engage in “self-reflection” and “self-critique” (p. 118).  
Cultural humility helps sustain cultural competence by equalizing the “power 
imbalances” between patients and physicians and working towards “mutually beneficial 
and non-paternalistic partnerships” (Tervalon & Garcia, 1998, p. 123).  
Harmony “presupposes the existence of different things and implies a certain 
favorable relationship among them” (Li, 2008, p. 584).  
Intersectionality emphasize “women of color occupy positions both physically 
and culturally marginalized within dominant society” (Crenshaw, 1990, p. 1250). 
Life satisfaction measures how an individual “evaluates or appraises his or her 
life as a whole” (Diener, 2006, p. 154). Crum and Ferrari (2019) defined life satisfaction 
is an indicator of “how satisfied individuals are with their life” (Crum & Ferrari, 2019, p. 
87). A broad range of factors influence life satisfaction, including health, socioeconomic 




Quality of life has been defined as an “individuals’ perceptions of their position 
in life in the context of the culture and value systems in which they live and in relation to 
their goals, expectations, standards and concerns” (World Health Organization Quality of 
Life [WHOQOL] Group, 1998, p. 551). 
Sexual Minority Women (SMW) include women who “partner with or have had 
sexual experiences with women, women who are attracted to or desire sexual experiences 
with women, women who adopt a lesbian, bisexual, or related identity (such as gay), and 
women who have any combination of these characteristics” (Bradford & Van Wagenen, 
2013, p. 77).   
Structural competency is an “educational movement” which challenges the 
“premise that having a culturally competent or sensitive clinician” is solely not enough to 
improve health outcomes or reduce stigma among patients (Metzl & Roberts, 2014, p. 
674). It asserts structural elements linked to “downstream consequences of decisions 
about larger structural contexts” are attributable to various health-related factors (p. 674). 
Metzl and Hansen (2014) expand the meaning of structural competency to also 
incorporate “assumptions embedded in language and attitude” (p. 128). Thus, it is not 
simply enough for practitioners to understand “individual-level doctor and patient 
characteristics,” they must also be open to learning about the “social and economic 
influences on health” (p. 684).  
Structural humility challenges practitioners to continuously acknowledge that 
“the Other always lies beyond the comprehension of the self” (p. 131). Metzl and Hansen 




narrative, since doing so disconnects them from their patient’s unique and complex 
structural circumstances, which the physician is not equipped to understand. This “re-
articulation of social medicine” is dependent on the ability of clinicians to embrace  
“inventiveness, adaptability, and commitment” when redefining their role in developing  
new structures for reducing health inequality (Hansen & Metzl, 2016, p. 5).  
Conclusion 
This chapter introduced the topic of older African American/Black lesbians 
(bisexual, queer, etc.) and their needs as they age, as well as the purpose of the study. 
Also, it provided the research questions, survey parts, data analysis plan, and anticipated 
study findings. In addition, the study delimitations, limitations, and the study measure 
were presented.  
The following chapters will cover the following topics: Chapter II will provide a 
review of the literature relevant to this dissertation and study. Chapter III will include the 
methods utilized by this study. Chapter IV will include the results of data analysis. And 
Chapter V, will provide a discussion of the study results, including implications and 






REVIEW OF THE LITERATURE 
     This chapter will provide a review of the literature relevant to this study. 
Specifically, the proceeding sections will review literature addressing the following 
topics among older, sexual, and racial minority women: 1-health disparities of older 
Black lesbians and sexual minority women (SMW); 2- access to care needs and older 
Black lesbians and SMW; 3-asset acquisition and older Black lesbians and SMW; 4-  
overview of LGBT aging research; and, 5-the theoretical framework for the study.  
                        I. Health Disparities of Older Black Lesbians and SMW 
Impact of Racism, Discrimination, and Stress 
 
Utsey et al. (2002) explored the intersections between racism, quality of life, and 
life satisfaction and found “institutional racism had a negative impact on the mental 
health functioning” of African American adults between the ages of 55 and 93 years (p. 
226). They recruited 127 study participants from “various programs (free meals, social 
activities, arts and crafts, etc.) at several senior citizens centers” across the northeastern 
United States and had them complete self-administered survey packets containing The 
Index of Race-Related Stress, the SF-36 Health Survey, the Satisfaction with Life Scale, 




of “government-sanctioned discrimination in housing, education, employment, health 
care, and public policy” to be associated with the chronic experience of race-related stress 
(p. 231). 
Coley et al. (2017) declared “internalizing negative experiences and traumatic 
events, like experiences of discrimination, could have a more negative impact” on the 
mental health of older African American women than African American men (p. 3455). 
They used data from the Chicago Health and Aging Project to explore the intersections 
between perceived discrimination, health-related quality of life, and health outcomes, 
among a sample of 5,652 (2108 men and 3544 women) African Americans over the age 
of 65 years. They found (1) perceived discrimination increased the chances of older 
African Americans experiencing poor health-related quality of life, and (2) perceived 
discrimination had a worse effect on the mental health-related quality of life for women 
than men. Further, women who conveyed greater amounts of perceived discrimination in 
their study were found to be at a higher risk for “having 14+ mentally unhealthy days in a 
given 30-day period,” than their male counterparts (p. 3454). 
Balsam et al. (2011) found lesbians reported greater levels of distress from 
experiencing microaggressions related to their sexual orientation and race/ethnicity than 
bisexual women. They conducted “a three-phase, mixed method empirical study to assess 
microaggressions” among LGBT racial/ethnic minorities using the LGBT People of 
Color (POC) Microaggressions Scale (p. 1). Their first set of data was obtained from 112 
LGBT adults (46% of whom were LGBT-POC) who resided in Washington State through 




commonly encountered by LGBT-POC” (p. 5). Themes that emerged during analysis 
included: “racism in the LGBT community, heterosexism in racial/ethnic minority 
communities, and rejection by other LGBT-POC” (p. 7). 
 DeBlaere et al. (2014) found “perceived racist experiences, sexist experiences, 
and heterosexist experiences are related to increased levels of psychological distress” 
among SMW of color, including African America and Black women (p. 27). They used 
an online study to examine the intersections between perceived racism, sexism, and 
heterosexism among 134 self-identified sexual minority women between the ages of 19 to 
75 years, of which 40% identified as either African American or Black. Findings 
indicated “perceived discrimination for sexual minority women likely combines 
overlapping and unique aspects of racism, sexism, and heterosexism” (p. 28).  
Schulz et al. (2006) found “perceived discrimination contributes to poorer health 
outcomes over time” among African American and Black lesbian women regardless of 
the effects associated with income and education (p. 1265). They used data from 343 
African American and Black lesbians living in Detroit, Michigan who participated in the 
Eastside Village Health Worker Partnership survey, a community survey administered in 
1996 and 2001 to women 18 years and older living in Detroit, which aimed to gather 
input about the “stressful life conditions and health protective factors for women and 
children on Detroit’s east side” (p. 1266). Analysis of the group’s demographics, general 
self-reported health status, everyday perceived discrimination, and Center for 
Epidemiologic Studies Depression Scale (CES-D) found associations “between a change 




of depression and general self-reported health” (p. 1266). Findings suggested everyday 
encounters with discrimination to be “associated with poor mental and physical health 
outcomes” among African American and Black lesbian women despite their income and 
educational circumstances (p. 1265).  
Walton and Boone (2019) found “Black women’s membership” in “multiple 
disadvantaged groups” to be associated with unfavorable mental health outcomes (p. 14). 
They explored the “experiences of depression relevant to the intersections of race, class, 
and gender” among 30 black women with a middle-class socioeconomic status (SES) (p. 
6). Their study sample was “recruited from a large Midwestern city between February 
2015 and February 2016” to participate in in-depth semi-structured interviews (p. 7). The 
group had a median annual household income of $185,500, most were married (57%), 
had children (70%), and obtained a master’s degree (50%). Eligibility requirements 
included “at least three symptoms of depression on a modified Patient Health 
Questionnaire 9 (PHQ 9), having had experiences with depression that included some of 
the symptoms outlined by the Diagnostic and Statistical Manual of Mental Disorders, 
Fifth Edition (DSM-V), and reported middle-class status based on their educational level, 
income, and occupation status” (p. 7). Study implications provided “knowledge about the 
high degree in which race, class, and gender influence depression among middle-class 
Black women,” and the need to deconstruct the intersections between strength, 
vulnerability, and social identity in order for them to seek mental health treatment (p. 16). 




discussion or acknowledgement of their depression, the inability to be vulnerable, and the 
intersection of their identities regarding family, community, and caregiving.  
Deimling et al. (2019) found both age and race to play a direct role in poorer self‐
rated health among Black cancer survivors, which in turn could negatively impact life 
satisfaction. Secondary data from a National Cancer Institute (NCI) funded study 
conducted between 1998 and 2010, which oversampled African Americans (40%) and 
women (60%), was used to analyze life satisfaction factors associated with general health 
and cancer‐related health. Specifically, they conducted an “examination of racial 
differences in the factors that are likely predictors of both health quality of life and 
ultimately life satisfaction” among 321 long‐term cancer survivors over 60 years of age 
(p. 1339). Findings suggested race had “a direct role in poorer self‐rated health,” which 
was linked to life satisfaction (p. 1340). Further, age, number of noncancer symptoms, 
and perceived health were identified as predictors of life satisfaction.  
Beam and Collins (2019) concluded SMW “may experience unique forms of 
stress that explain higher self- reported depressive symptoms and loneliness” (p. 182). 
They explored the differences in depressive symptoms and loneliness with age among 
SMW in comparison to their heterosexual counterparts. Specifically, they examined data 
from the National Social Life, Health, and Aging Project (NSHAP), a “longitudinal study 
of social, physical, and psychological health in Americans born between 1920 and 1947,” 
to learn about the differences in depressive symptoms and loneliness across sexual 
orientation and its relationship to annual household income and family support (p. 174). 




loneliness” that are more likely to be influenced by annual household income and family 
support than their heterosexual peers (p. 172).  
Pachankis et al. (2015) found women who were “closeted experienced about 
twice the odds of reporting major depressive disorder than women who were out” to their 
networks about their sexual orientation (p. 896). Study data was drawn from the 
California Quality of Life (Cal–QOL) survey, which collected health information from 
2,083 individuals age 18 and older who reported a “LGB identity or lifetime history of 
same-sex sexual behavior” (p. 892). Findings indicated being “closeted was associated 
with higher odds of reporting depression” (p. 897).  Further, they found older lesbian and 
bisexual women were less likely to disclose their sexual orientation than their younger 
counterparts, which heightened the risk of lifetime depression and negative mental health 
among “sexual minority women, but also for others in their interpersonal networks” (p. 
899). 
     Mereish et al. (2019) found sexual minority-based victimization was 
associated with higher suicide risk among lesbians. They used internet recruitment to 
obtain 719 adults between the ages of 18 to 76 years who identified as a sexual minority. 
Of the study sample, 42.3% were female, 21.6% identified as lesbians, and 6.4% 
classified themselves as Black/African American. Their observation aimed to better 
understand the nuances associated with suicide risk between subgroups of sexual 
minorities, and then examine the “association between minority stress and suicide risk” 




shame for lesbian and bisexual women and with more rejection sensitivity for lesbians, 
which were consequently associated with greater suicide risk. 
     Mason and Lewis (2016) found direct and indirect associations between 
minority stress and the health outcomes of lesbian and bisexual women. Using the 
internet, they recruited a sample of 164 lesbian or bisexual self-identified women 
between the ages of 18 and 40 years to participate in an online survey designed to assess 
the “association between minority stressors and binge eating behaviors” (p. 971). 
Specifically, the study measured “distal and proximal sexual minority stressors, 
emotional-focused coping, social isolation, negative affect, and binge eating” (p. 971). 
Findings indicated lesbian and bisexual women “experience unique stressors related to 
their sexual minority status” that were related to binge-eating behaviors (p. 988). An 
indirect relationship between proximal minority stressors and binge eating behaviors 
“through emotion-focused coping and negative affect” among the sample (p. 984). 
Caceres, Markovic, et al. (2019) found that compared to heterosexual women, 
SMW reported “more forms of discrimination and lifetime sexual abuse” (p. 382). They 
examined “sexual identity differences in cardiovascular health (CVH) among women” in 
order to estimate the contribution of adverse life experiences to any observed differences 
(p. 381). Analysis consisted of data from the Epidemiologic Study of Health Risk in 
Women (ESTHER) study, which examined cardiovascular disease “risk factors among 
867 sexual minority women (SMW) and heterosexual women living in Pittsburgh, 
Pennsylvania, and surrounding areas” (p. 381). Findings suggested SMW had lower 




Goh et al. (2015) found educational attainment and exposure to harmful 
workplace practices are linked to “inequality in life expectancy” among Black women (p. 
1765). They used data from the General Social Survey to estimate variances in workplace 
condition exposures, the impact of workplace conditions on mortality, and the “overall 
effects of workplace practices on health” among Non-Hispanic Black, Hispanic, and 
Non-Hispanic White individuals between the ages of 0 to 120 years who resided in the 
United States (p. 1761). Findings suggested exposure to harmful workplace conditions 
attributed to a greater amount of reduction in life expectancy for Black women, as  
compared to White women or White men, especially for individuals with less education.  
Increased Risk for Chronic Conditions 
Blosnich et al. (2014) found lesbian and bisexual women to experience higher 
burdens of health disparities than their heterosexual peers. They analyzed Behavioral 
Risk Factor Surveillance System surveys from 10 states, which asked about sexual 
orientation among a population-based sample of adults age18 years and older in the 
United States. Analyses were “stratified by gender and sexual orientation to compare 
indicators of mental health, physical health, risk behaviors, preventive health behaviors, 
screening tests, health care utilization, and medical diagnoses” (p. 337). Findings 
indicated lesbian and bisexual women were more likely to be current smokers, engage in 
drinking and drinking and driving, and not have underwent a routine physical exam in the 
past 12-months.  
Azagba et al. (2019) found women who identified as lesbian or bisexual were 




analyzed data from 716,609 individuals who answered questions related to body mass 
index (BMI) and sexual orientation on the Behavioral Risk Factor Surveillance System 
(BRFSS) survey between 2014 and 2017 to explore “whether overweightness and obesity 
vary by sexual minority subgroup” (p. 2). Findings indicated lesbian women had higher 
odds of being overweight than males or their heterosexual counterparts.  
     Assari (2019) found the “protective effects of high education attainment 
against obesity” were greater for individuals who identified as heterosexual compared to 
those who identified as homosexual (p. 6). He conducted a study to expand upon 
Minorities’ Diminished Returns (MDR) theory literature, which suggested education 
attainment had less of an impact on the “health and wellbeing of racial and ethnic 
minority groups compared to Whites” (p. 1). Specifically, he analyzed a subsample of 
data from the Social Justice Sexuality (SJS) project, a national survey of Black, Latino, 
Asian and Pacific Islander, and multiracial LGBT individuals, to explore the “protective 
effects of education attainment on prevalence of obesity” among 2,884 ethnically diverse 
adults who indicated being either heterosexual (n=260) or gay/lesbian (n=2,624) (p. 3). 
The sample included 598 (21%) women. Findings suggested the protective effects 
associated with socioeconomic status for health and health behaviors were not only 
diminished based on race and ethnicity, but also by “any marginalizing and stigmatizing 
social identity” (p. 1). 
Eliason et al. (2015) found that when compared to their heterosexual counterparts, 
lesbian and bisexual females had a higher risk of overweightness and obesity. They 




orientation and weight between July 2006 and February 2014. Most of the 20 population-
based studies and 17 convenience sample studies in their analysis found sexual minority 
women experienced “a higher BMI and/or a higher prevalence of obesity than 
heterosexual women” (p. 163). 
Boehmer et al. (2007) found lesbians had significantly higher rates of being 
overweight and obese when compared to their heterosexual counterparts. They used data 
from the National Survey of Family Growth (NSFG), a population-based survey 
“conducted by the National Center for Health Statistics to estimate fertility, marriage and 
cohabitation, contraception, pregnancy outcomes, and other factors that influence US 
families” (p. 1134). Data consisted of “in-home interviews with 7,643 women,” of which 
519 identified as being non-heterosexual and 59 classified themselves as Black, non-
Hispanic (p. 1134). Findings indicated lesbian sexual identity and being Black was 
“linked to a greater prevalence of overweight and obesity,” even after adjusting for age, 
education, household income, health insurance status, place of residence, and nativity (p. 
1137).  
Clavelle et al. (2015) found SMW to be at higher risks for developing breast 
cancer than heterosexual women. They combined self-reported data from mammography 
questionnaires with electronic health record information recorded by providers to identify 
factors associated with elevated risk of breast cancer. Their sample consisted of 423 
women, 162 (38%) of which identified as having “female only or female and male sex 
partners,” who had received a mammography screening at a community health center in 




minority status was associated with an increased lifetime risk of developing breast 
cancer, despite “controlling for health insurance status and BMI” (p. 345). 
Vidal et al. (2017) found African American “breast cancer patients have poorer 
survival outcomes” than their White peers (p. 1781). They examined stage 0, I, II, III, or 
IV breast cancer diagnosis and survival outcomes data between 2002 and 2015 among a 
group of non- Hispanic White and African American women. The sample consisted of 
3,527 women, 1,342 (38.0%) of which were African American, who were age 18 years or 
older and resided in Tennessee. Findings indicated “Non-Hispanic White women were 
more likely to be diagnosed at stage I than African American women (57.1% vs. 40.6%; 
P < 0.0001)” (p. 1778). African American women were more likely to be diagnosed when 
breast tumors were later in progression: stage III (15% vs. 9.1%) and IV (8.1% vs. 3.8%). 
A higher proportion of African American women "also had triple-negative breast cancer 
(27.9%) compared to non-Hispanic White (12.8%)” (p. 1778). Further, African American 
women had higher rates of all-cause mortality in comparison White women “for luminal  
A-like, luminal B/HER2-, and triple-negative breast tumors” (p. 1779).  
Increased Health-Risk Behaviors 
Hequembourg et al. (2020) found lesbian and bisexual women reported “a greater 
proportion of smoking days and more cigarettes smoked” than their heterosexual peers 
(p. 73). They examined data from a community sample of 271 women who identified as 
lesbian (n=88), bisexual (n=84), and heterosexual (n=74), and indicated they had 
“consumed at least one alcoholic drink in the past month” (p. 68). In order to analyze 




heterosexual women, including the socio-environmental drinking contexts in which 
concurrent use occurs” they examined 17,075 daily reports that had been submitted by 
study participants across a 12-week span. Findings also indicated lesbian and bisexual 
women to spend “more days drinking alone than heterosexual women” (p. 71).  
Boehmer et al. (2012) found lesbians to be more likely to smoke and binge drink 
than their heterosexual counterparts, regardless of age. They used four years of data from 
the California Health Interview Survey (CHIS), the largest state health survey to be 
administered the United States, to explore variances in health risk behaviors (i.e., tobacco 
use, alcohol use, diet and physical activity, and health care) among 68,125 men and 
95,096 women who identified as heterosexual, gay, lesbian, or bisexual. Analysis 
identified variances in smoking, alcohol consumption, and health care utilization based 
on sexual orientation and age. Specifically, lesbian and bisexual women were found to be 
more likely to use tobacco and consume alcohol compared with heterosexual women.  
Fallin et al. (2015) found sexual minority women “had a higher prevalence of 
current smoking among than their heterosexual peers” ([p. 126). They used secondary 
data from the CDC’s (Centers for Disease Control and Prevention) 2009–2010 National 
Adult Tobacco Survey to explore “advertising receptivity, age of first cigarette, non-daily 
smoking, cigarettes per day, nicotine dependence, desire to quit and past quit attempts” 
among 16, 785 lesbian, gay men, and female and male bisexual adults in the United 
States. Further, even after controlling for age, race, education, income, and geographic 
region, they found bisexual women to have higher levels of advertising receptivity and be 




Assari et al. (2019) found experiencing financial difficulties to be a risk factor for 
smoking cigarettes and alcohol consumption among older African American adults. They 
analyzed data from 619 African American adults aged 65 years and older living in South 
Los Angeles who completed surveys between 2015 and 2018, which aimed to 
“investigate medication-related challenges” among the group (p. 3). The majority (n=404, 
65.3%) of the sample consisted of women between the age of 65 to 96 years. Analysis 
explored the impact objective and subjective socioeconomic status (SES) had on cigarette 
smoking and alcohol consumption among a “sample of African American older adults in 
South Los Angeles” (p. 3). Findings indicated “smoking and drinking may serve as  
coping mechanisms with financial difficulty” among African American adults (p.1).  
II. Access to Care Needs and Older Black Lesbians and SMW 
Health Care Access 
Dahlhamer et al. (2016) found lesbian women were more likely to be without 
health insurance, a primary care provider, and the needed funds to support timely care 
provision       (Dahlhamer et al., 2016, p. 1119). They examined data from 25,885 adults 
who completed the National Health Interview Survey (NHIS) in order to compare 
barriers to health care among lesbian, gay, and bisexual (LGB) women and their 
heterosexual counterparts. Specifically, lesbian women had higher percentages of delayed 
or non-receival of care due to costs in the preceding year (22.5% vs. 14.1%) and higher 





Dibble et al. (2012) found African American lesbians may delay seeking health 
care treatment due to “the fear of discrimination based on their sexual orientation, race, 
and size” (p. 834). They distributed surveys to 123 African American lesbians between 
22 to 79 years of age at a National Black Lesbian Conference in Los Angeles, California 
in order to examine correlates associated with wellbeing. In addition to collecting basic 
demographic information, their survey asked questions regarding health conditions, 
health behaviors, functional status, mental health, spiritual well-being, and social 
supports. 
Battle et al. (2015) found older Black lesbians were less likely to disclose their 
sexual identity to their medical provider than younger lesbians or their heterosexual 
peers, which may be attributable to a lifetime of experiencing homophobia (p. 29). They 
analyzed a subsample of participants from the Social Justice Sexuality (SJS) survey, a 
self-administered survey which was “conducted to identify issues for LGBT people of 
color,” who identified as Black lesbians over fifty years of age (p. 26). Measures for the 
investigation focused on variables contributing to “perceived mental and overall health” 
(p. 27).  
Ash and Lee Badgett (2006) found women in same-sex partnerships to be “more 
likely to lack health insurance” than their heterosexual peers (p. 597). They used data 
from the “Current Population Survey (CPS), a large, nationally representative sample of 
households in the United States” to examine the health insurance status among 365, 4000 
same-sex (478 female and 486 male) and different-sex (26,862 unmarried and 337,574 




be uninsured than females in different-sex couples, despite being more likely to work 
full-time and having higher educational attainment.  
Li et al. (2015) found experiencing discrimination based on “race/ethnicity, 
gender, and sexual orientation” to be associated with reduced health care utilization 
among lesbian and bisexual women of African descent (p. 142). They examined data 
from a larger community-based needs assessment affiliated with Affinity Community 
Services, a Chicago-based organization dedicated to serving “the needs of lesbian and 
bisexual women of African descent” (p. 141). Andersen’s Behavioral Model of Health 
Services Utilization was used to explore how negative experiences in a health care setting 
impact health care utilization among 226 African American women over 18 years of age 
who identified as lesbian or bisexual. Analysis concluded “more than one-third of the 
sample reported a negative health care experience in the past 5-years,” which were 
attributable to lack of insurance, full-time employment, and having a regular health care 
provider (p. 148). 
Everett et al. (2019) found lesbians were less likely to be consulted about birth 
control or “provided with sexual health information related to condom use at STD-related 
visits” than bisexual or heterosexual women (p. 60). They explored disparities in the use 
of sexual and reproductive health services and counseling” among 20,703 individuals, of 
which 368 identified as lesbian and 1,156 identified as bisexual, using data from the 
National Survey of Family Growth (NSFG) (p. 54). Analysis found lesbians to be at “a 
lower prevalence of birth control prescriptions, contraceptive counseling, and Pap test 




Kerker et al. (2006) found sexual minority women to be significantly less likely to 
have a primary health care provider or health insurance than their heterosexual 
counterparts, which was associated with their having less assess to preventive health care 
than other women in the sample. They administered “two cross-sectional, computer-
assisted telephone surveys” among a large population-based sample (estimated 
population=81,026) of sexual minority women in New York City in order to learn more 
about health care access and utilization (p. 971). Surveys were comprised of questions 
adapted from “the Centers for Disease Control and Prevention’s (CDC) Behavioral Risk 
Factor Surveillance System (BRFSS) and National Health Interview Survey (NHIS)” (p. 
971). Findings indicated sexual minority women were “ten times more likely to not have 
received timely Pap tests and four times more likely to not have received timely 
mammograms” (p. 976). 
Ejaife and Ho (2019) found Black lesbians may have a reluctance to seek medical 
care in order to avoid being asked questions related to “sexual identity or other negative 
interactions with healthcare providers, such as being belittled, dismissed, or judged” (p. 
58). They conducted a 2-hour interview designed to examine the “interconnection 
between race, ethnicity, gender, and sexual identity in her lived experiences” among a 24-
year old Black lesbian (p. 55). Findings from the case study established heteronormative 
patient–provider communications may lead to “psychological distress, feelings of being 
minimized and devalued, as well as decrease willingness to seek or follow-up with care” 




Adams and Poteat (2016) found African American and Black lesbians conveyed a 
“mistrust of mainstream healthcare,” which resulted in delayed care-seeking (p. 82). They 
used purposive sampling to recruit 100 participants for a qualitative study exploring the 
“healthcare needs of Black lesbians older than age 40” (p. 82). Predominant themes 
emerging from the fourteen focus groups included “struggling to find holistic care from 
providers who understood their unique needs as older African American and Black  
lesbians” (p. 82).  
Long-term Care 
A recent AARP survey found LGBT older adults experienced concerns about 
neglect, abuse, limited access to services, and verbal or physical harassment in long-term 
care settings (Houghton, 2018). The examination used a random sample of LGBT 
community members obtained from the Community Marketing & Insights research panel 
who were age 45 and over and resided in the United States. Analysis reviewed the 
responses to a 10-minute survey from 1,762 openly LGBT individuals, which included 
627 lesbian women.  
Hinrichs and Vacha-Haase (2010) found lesbians and other SMW were viewed 
“more negatively by caregivers” and long-term care staff (p. 785). They examined results 
from a survey administered to 218 staff members employed at seven long-term care 
facilities in Colorado to learn about their “knowledge of and attitudes toward aging and 
sexuality” (p. 779). Findings indicated the long-term care staff “consistently rated same-




Further, they found “the more restrictive attitudes an employee had, the more they 
reported being negative about sexual interactions” (p. 785). 
Caceres, Travers, et al. (2019) found LGBT individuals felt “a need for increased 
training of providers to improve the care of LGBT older adults in long-term support 
services” (p. 1). They conducted a systematic review in order to better understand how 
long-term services and supports staff and LGBT individuals view each other. Their 
analysis revealed LGBT individuals to be concerned with long-term services and 
supports planning and fearful of experiencing discrimination from care providers.   
Putney et al. (2018) conducted focus groups with LGBT-identified older adults in 
order to gain an understanding about the “anticipated needs and fears as they foresee 
health decline” and the potential need for care in a nursing home of assisted living facility 
(p. 888). During their focus groups, participants discussed the following overarching 
topics: affordability, fear of dementia, loss of independence, isolation, and diminished 
quality of life. Specific areas of concern included fear of discrimination, decreased care 
quality due to prejudice, “stress related to concealing their identities,” and experiencing 
suicide ideation (p. 899).  
Dickey (2013) conducted a study among certified nursing assistants (CNAs) to 
learn more about their “attitudes regarding sexual orientation and caregiving” (p. 565). 
They administered a survey, which included a 7-item Homophobic scale, to 119 certified 
nursing assistants at an annual national conference who had “direct contact with patients 
and work in long-term care facilities” (p. 565). Only “35 of the respondents reported 




familiarity with someone who identified as gay or lesbian (p. 567). Respondents who 
reported having a gay or lesbian associate “expressed more positive attitudes toward gay  
or lesbian elders than respondents with no such acquaintance” (p. 567). 
End of Life Planning 
 Carabez and Scott (2016) found practicing nurses lacked “awareness of 
the special needs and considerations” related to advance care planning among lesbians 
and other same-sex couples (p. 3713). They examined responses to the Health Care 
Equality Index, a survey created in 2007 by the Human Rights Campaign to “evaluate 
safe, equitable and inclusive care to LGBT patients” among health care organizations 
(3710). Specifically, undergraduate nursing students used the tool to interview 268 
employed nurses about “determine what difficulties nurses face regarding medical 
advance directives, medical powers of attorney and other legal documents with LGBT 
patients/clients” (p. 3710). Further, findings concluded heterosexist language, such as 
‘normal’ and ‘regular’ was used by nurses when referring to heterosexual individuals 
and/or couples in relation to their LGBT counterparts. 
 Kwak and Ellis (2019) found an increased need for “targeted, culturally sensitive 
outpatient advance care planning” and engagement among older, African American 
women (p.1). They used cross-sectional in-person survey data to examine the rates and 
correlates of advance care planning among 116 African American women over 50 years 
of age with multiple chronic health conditions who resided in Milwaukee, Wisconsin. In 
their analysis, “age, the number of prescription medications, and the number of 




Further, most of the respondents (59%) had informally spoke with someone about 
advanced care planning, but only 30% had completed “either a living will or a power of 
attorney for healthcare” (p. 3). 
 Sanders et al. (2016) found African Americans were more “likely to pursue 
informal planning than to formally document their care preferences,” which may be 
related to historical mistrust (p. 224). They conducted a “systematic integrated review of 
the literature” to explore the relationship and interactions associated with advanced care 
planning among African Americans (p. 224). In the analysis of 52 quantitative and 
qualitative articles, they found “near-universal trust in family across a range of 
responsibilities from primary decision making to shared decision making to enforcement  
of autonomously derived decisions” (p. 224).  
III. Asset Acquisition and Older Black Lesbians and SMW 
Housing Security 
     Friedman et al. (2013) found lesbian couples experienced “less favorable 
treatment than heterosexual couples in the online rental housing market” (p. V). They 
adapted a matched-pair testing methodology, previously used by the Department of 
Housing and Urban Development to examine housing discrimination, “for use in 
examining the electronically advertised rental housing market” (p. VI). Matched-pair 
correspondence tests were completed by 6,833 individuals, of which 3,409 were lesbians, 




consistent form in the rental housing market,” and housing providers were less likely to 
respond to the initial e-mails of lesbian couples inquiring about a rental property than  
heterosexual couples (p. 21).  
Financial Planning and Retirement  
Moore and Ghilarducci (2018) asserted “older Black women face unique 
challenges in the workplace at the intersection of white racism and patriarchy” (p. 38). 
They analyzed data from the Health and Retirement Study, a nationally representative 
longitudinal panel study of approximately 20,000 Americas over the age of 50 years, to 
identify “how older working women’s health, work status, and retirement have changed 
from 1992 to 2014 within the framework of intersectionality” (p. 34). They found 
associations between a women’s ability to retire and their overall experience in the labor 
market. Specifically, they affirmed a lifetime of “low career earnings and higher risk of 
work- related morbidity both diminish black women’s prospects for retirement, including 
their ability to accumulate adequate retirement savings” (p. 38). Further, they found older 
Black women to be less financially secure in retirement in relation to their older white 
counterparts.  
Angel et al. (2014) found African American women were less likely to have 
retirement coverage than their White counterparts. They used data from the 2004 and 
2006 Annual Social and Economic (ASEC) Supplements, which provides demographic 
and economic information for roughly 99,000 households associated with the Current 
Population Survey (CPS). Findings indicated married African American women were 22 




Duffy (2005) found Black women to be stratified into occupations in care work 
that provide the lowest pay and fewest opportunities for advancements. She analyzed 
2000 census data to examine the racial and class dynamics associated with care work 
among a “nationally representative sample of the population of the United States 
comprising more than 2.8 million individuals” (p. 73). Specifically, she found a 
“overrepresentation of Black women in nurturance jobs,” which are associated with lower 
waged employment positions, such as food preparation and service, cleaning, personal 
care, and childcare. (p. 78). She concluded positions in care work seem to privilege the 
“experiences of white women over the more varied care work experiences” of Black 
women (p. 78).  
Brown (2012) found older Black women experienced lower rates of net worth 
during middle and late life due an accumulation of economic disadvantages in 
employment opportunities, which resulted in the lack of “savings to cover minor, 
unanticipated expenses such as the costs of moving, home or car repair or a medical bill” 
(p. 252). They examined data from the Health and Retirement Study (HRS) among 3,072 
Black women between 51 and 73 years of age in order examine how “race and gender 
inequality combine to shape black women’s wealth trajectories” (p. 247). Specifically, 
findings indicated most Black women had “low levels of wealth in their early fifties and 
experienced little to no wealth growth through their mid-seventies" Further, at least half 
of black women in their study had “zero or negative liquid assets throughout middle and 





IV. Overview of LGBT Aging Research 
Research Addressing Older Lesbians and SMW of Color 
Van Sluytman and Torres (2014) conducted a content analysis to explore how 
much “gerontological literature has grappled with the complex issues faced by LGBT 
seniors of color” (p. 133). Specifically, they searched for “all peer- reviewed scholarly 
articles” that addressed both LGBT older adults and people of color (i.e., Black/African 
American, Hispanic/Latino, Asian/Pacific Islander, American Indian/Native American or 
Alaskan Native published between 2002 and 2012” (p. 134). Their exploration resulted in 
the identification and review of 64 articles, of which, 47 articles expressed the need for 
more research. They found an understanding among researchers that “the LGBT 
community is not monolithic,” but despite this, studies still lacked exploration around 
how the intersections of race, ethnicity, and class influenced the wellbeing of older adults 
of color (p. 141). They also found that although 39 (60.9%) of the articles in their 
analysis consisted of a “racially/ethnically mixed sample,” the sample sizes of many of 
the studies were too small to yield statistically significant results (p. 142).  
Coulter et al. (2014) found a lack of robustness in National Institutes of Health 
(NIH) funded research examining SMW, LGBT populations of color, and LGBT people 
age 50 years and older. This “limits knowledge about mechanisms for improving health 
and reducing inequities” (e111). They analyzed the “proportion and content areas of 
NIH-funded research from 1989 through 2011” that explored LGBT health and well-
being (p. e105). They found that only “0.5% (n=628) of all NIH-funded studies related to 




examined adults older than 50 years, and 31.4% mentioned the examination of 
race/ethnicity. Among the studies examining sexual minority women, “47.1% focused on 
mental health, 30.6% on alcohol use, and 28.2% on illicit drug use” (p. e107). Further, 
most of the research conducted during the twelve-year span “focused on sexual minority 
men, with substantially fewer studies on sexual minority women” (p. e110).  
Choi and Meyer (2016) conveyed “the need to study subgroups within the 
population of LGBT older adults,” such as older African American and Black lesbians (p. 
33). They conducted a review of existing literature that explores LGBT adults over 50 
years of age on behalf of the Williams Institute, which “produces high-quality research 
with real-world relevance” (p. 2). Findings expressed the need for more probability-based 
studies, which would “accurately characterize” older LGBT adults and “generalize 
findings” (p. 3). Further, they found “subgroups within the LGBT older adult population  
are understudied” (p. 3).   
V. Theoretical Framework Guiding the Study 
Intersectionality 
Crenshaw (1989) introduced the term of intersectionality in her essay 
“Demarginalizing the Intersection of Race and Sex: A Black Feminist Critique of 
Antidiscrimination Doctrine, Feminist Theory and Antiracist Politics.” She applied the 
term to highlight the marginalization of Black women in antidiscrimination law, while 
also establishing how antiracist politics and feminist theory intermingle to shape the 




women occupy one of the lowest social positions, since they “experience discrimination 
in ways that are both similar to and different from those experienced by white women 
and Black men” (p. 149). She stated Black women often experienced “double-
discrimination – the combined effects of practices which discriminate on the basis of 
race, and on the basis of sex,” while also being susceptible to discrimination that is solely 
linked to their identities as Black women (p. 149).  
Crenshaw (1990) further established the concept in “Mapping the Margins: 
Intersectionality, Identity Politics, and Violence Against Women of Color.” In the essay, 
she explored the “ways in which race and gender intersect in shaping structural, and 
representational aspects of violence against women of color” (p. 1244). She applied 
intersectionality to emphasize the connections between social movement organization 
and advocacy around violence against women, and how they overlook the vulnerabilities 
of women of color. She emphasized the ways in which “controversies over the 
representation of women of color in popular culture can also elide the particular location 
of women of color, and thus become yet another source of intersectional  
disempowerment” (p. 1245).  
Cultural Humility 
Tervalon and Garcia (1998) focused on cultural competence by introducing the 
concept of cultural humility as involving ongoing “commitment and active engagement” 
with other individuals wherein physicians listen to and learn from them patients about 
their culture (p. 118). Patients are respected as the experts on themselves and their 




this cultural humility framework, what emerges is how achieving cultural competence has 
no “discrete endpoint” (p. 118).  Instead, this approach requires individuals to be 
“lifelong learners” who continuously engage in “self-reflection” and “self-critique” (p. 
118). Their original concept of cultural humility necessitates a focus on equalizing the 
“power imbalances” between patients and physicians, while working towards “mutually 
beneficial and non-paternalistic partnerships” (p. 123).  
Hook et al. (2013) argue cultural humility may “help counteract and regulate the 
sense of superiority that may occur when cultural differences arise in therapy” (p. 354). 
They defined it as “the ability to maintain an interpersonal stance that is other-oriented 
(or open to the other) in relation to aspects of cultural identity that are most important to 
the client” (p. 354). They assessed whether “117 college students (31 men, 84 women, 
two indicated “other”) from a large university in the southwestern United States” between 
the ages of 18 to 52 years perceived cultural humility as a significant characteristic of a 
therapist (p. 355). They found participants reported cultural humility within a therapist to 
be more important than similarity, experience, knowledge, and skills, regardless of the 
individuals “past experience in therapy, race, or gender” (p. 356).  
Hook et al. (2013) also found client perceptions of their therapist’s cultural 
humility were positively associated with the client improvement. They used Amazon’s 
Mechanical Turk website to recruit 120 Black identified adults (33 women) between the 
ages of 18 to 55 years who were enrolled in therapy. Analysis of the participants’ 
responses to a 12-item Cultural Humility Scale, which they designed in a prior study to 




was associated with both perceived improvement and a strong working alliance with the 
therapist (p. 357).  
Hook et al. (2016) found cultural humility to be linked with counselors being 
more effective at working with diverse clients. They examined the occurrence of racial 
microaggressions in counseling and the association between perceived cultural humility 
of the counselor and racial microaggressions among a large and diverse sample of adults 
living in the United States. Specifically, 2,212 adults (62.9% female) from diverse racial 
and ethnic backgrounds (30.9% Black identified) who “indicated they had attended 
counseling at some point in their lives” were recruited using Amazon’s Mechanical Turk 
website (p. 272). Findings indicated the majority (81.7%) of the sample had experienced 
“at least one racial microaggression in their counseling experience” (p. 274). Of which, 
the “most common racial microaggressions reported by the clients in our sample focused 
on (a) denial of stereotypes or bias about cultural issues and (b) avoidance of discussion 
of cultural issues” (p. 275). However, “client-perceived cultural humility of the counselor  
was associated with fewer microaggressions experienced in counseling” (p. 269). 
Structural Competency 
Metzl and Roberts (2014) described structural competency is an “educational 
movement” which challenges the “premise that having a culturally competent or sensitive 
clinician” is solely not enough to improve health outcomes or reduce stigma among 
patients (p. 674). They suggested it asserted structural elements linked to “downstream 
consequences of decisions about larger structural contexts” which are attributable to 




practitioners to understand “individual-level doctor and patient characteristics,” they must 
also be open to learning about the “social and economic influences on health” (p. 684).  
Metzl and Hansen (2014) expanded the meaning of structural competency to also 
incorporate “assumptions embedded in language and attitude” (p. 128). They proposed 
practitioners must work towards structural humility, which challenges them to 
continuously acknowledge that “the Other always lies beyond the comprehension of the 
self” (p. 131). The authors cautioned physicians to not presume themselves an authority 
over their patient’s narrative, since doing so disconnects them from their patient’s unique  
and complex structural circumstances, which the physician is not equipped to understand. 
Minority Stress 
Meyer (1995) proposed minority stress is not only tied to negative events, but it is 
also linked to the totality of a minority person’s experience within dominant societal 
structures, including their culture and needs. He found “internalized homophobia, 
expectations of rejection and discrimination (stigma), and actual events of discrimination 
and violence (prejudice)-considered independently and as a group” to be predictors of 
psychological distress in gay men (p. 51). He used a subsample of data from a 
“longitudinal study about the psychological and behavioral impact of the AIDS 
epidemic” (p. 42). Results from 741 gay men between the ages of 21-76 who resided in 
New York City revealed minority stress to be associated “with a two- to threefold 
increase in risk for high levels of distress” (p. 51). 
Bowleg et al. (2003) explored the experiences of multiple minority stress and 




Black women between 26 and 68 years or old and self-identified as gay, lesbian, bisexual 
or queer. The interviews inquired about what the sample liked most about being a lesbian, 
the challenges associated with their race, gender and/or sexual orientation, and their 
support systems. The questionnaire included demographic questions and “scales designed 
to measure self-esteem, psychosocial competence, social support, degrees of outness, and 
attitudes towards the mainstream LGB community, Black communities, and feminist 
communities” (p. 92). Most of the sample identified “racism as a mundane and 
significant stressor” (p. 102). Further, several participants in the sample classified sexism 
and heterosexism as stressors, while some participants “discussed the experience of 
ambiguous stress prompted by their uncertainty about whether a stressor was due to  
racism, sexism, and/or heterosexism” (p. 102).  
Cumulative Inequality Theory 
 Ferraro et al. (2009) derived the cumulative inequality theory by expanding upon 
“cumulative disadvantage, life course, and other theoretical perspectives to synthesize a 
framework that provides new insights into the development of cumulative inequality” (p. 
430). Specifically, their concept merged various theories in order to link “elements of 
macro- and micro-sociological content” (p. 415). Their aim was to develop a concept that 
did the following (a) emphasized intergenerational transmission of inequality; (b) 
clarified the distinctions between cumulative advantage and cumulative disadvantage; (c) 
incorporate a focus around inequality; (d) provided explicit attention to the perceptions of 




advantage/disadvantage” (p. 414). Five interrelated axioms were developed to guide the 
theory:  
• Major antecedents of inequality were systematically structured. 
• Structural determinants of inequality were manifested through demographic 
(cohort-linked stimuli, events, and experiences) and developmental processes 
(age-linked stimuli, events, and experiences). 
• Cohort memberships not only attributed to population processes, but they also 
influenced development opportunities and access. 
• Circumstances in childhood were significant to adulthood. 
• Reproduction is fundamental to both life course trajectories and population 
aging, and gender differences contributed to inequality.  
The cumulative inequality theory, asserted “inequality is rooted in the structural 
components of social life, thus determining the extent of heterogeneity at age, period, and 
cohort levels” (p. 418). Further, it held the fundamental premise that “inequality is  
consequential over the life course” (p. 428). 
Conclusion 
This chapter reviewed the research literature relevant to the present study. 
Specifically, this chapter outlined the following topics: 1-health disparities of older Black 
lesbians and sexual minority women (SMW); 2- access to care needs and older Black 
lesbians and SMW; 3-asset acquisition and older Black lesbians and SMW; 4- overview 




The next Chapter, III, will describe the methods used in this study. This includes a 
description of the study procedures, study participants, and research instrumentation. In 







This chapter will outline the methods and procedures utilized in this study. This 
includes an overview of the study design and procedures, description of the study 
participants, description of research instrumentation, the data treatment plan, and the data  
analysis plan. 
Overview of the Study Design and Procedure 
The study conducted used a cross-sectional design via an online survey utilizing 
Qualtrics. The survey was administered to a convenience sample of older African 
American/Black lesbians (or bisexual, queer, etc.). This section provides an overview of  
all study procedures. 
IRB Approval  
On December 19, 2010, this study received approval under the category exempt 
from the Teachers College, Columbia University Institutional Review Board (IRB) as 
Protocol #21-064 (see Appendix A for IRB Approval Letter). Study data collection 







Recruitment of Study Participants 
The recruitment of online study participants (N=118) occurred via a social media 
campaign using multiple online venues—i.e., Facebook, Twitter, LinkedIn, emails (See 
Appendix B for Recruitment Email), Twitter and text messages (See Appendix C for 
Recruitment Tweet/Text), as well as websites. The central recruitment message of the 
social media campaign (across all online venues) was, as follows:  
To take a survey on Black lesbians’ life satisfaction for a chance to win 1 of 3 
$100 Amazon.com gift certificates, please click here, 
i.e., https://tinyurl.com/INVITING-BLACK-LESBIANS 
Organizations serving the LGBTQ population and social networks were used to  
assist in the recruitment of online study participants. 
Other Study Procedures 
Participants who were interested in participating in the study were able to click an 
electronic link to begin the survey on Qualtrics. Once directed to the study, participants 










Study Inclusion/Exclusion Criteria 
After signing the informed consent, participants then completed a short screening 
questionnaire (see Appendix F for Screening Survey) in order to determine if they met 
the inclusion criteria for the study, as follows: 
1. Are you age 50 or older?  Yes____ No _____ 
2. Do you identify as African American or Black?  Yes____ No _____ 
3. Do you identify as a lesbian, bisexual, or queer?  Yes____ No _____ 
4. Are you able to devote about 15 minutes answering survey questions about 
yourself and your experiences, including freely expressing yourself via final 
open-ended questions?  Yes____  No _____ 
Participants who met these criteria were then invited to continue to the study 
survey (See Appendix F for the Study Survey). Participants who did not meet these 
criteria were disqualified from the study and were thanked for their interest in the study, 
while told they did not qualify for study participation; and, finally, they were asked to  
share the study link with others who might qualify for study participation. 
Generating Prizes: The Study Incentive for Participation 
 Participants who completed the entire study survey were directed to a webpage 
informing them of their eligibility to win an Amazon gift card via lottery. Participants 
who entered their email address into the lottery then had a one in three chance to win 1 of 
3 $100 Amazon.com gift cards. Data collection for the study began on January 28, 2021 




the lottery and won were notified of their winnings and how to redeem the gift card. The 
entire prize process was administered by the Research Group on Disparities in Health 
(RGDH) webmaster, Dr. Rupananda Misra. The principal investigator was not able to 
view any identifying participant data (their email addresses) nor associate them with the  
study results. This allowed for participant privacy to be maintained.  
Description of the Study Participants 
A convenience sample of volunteers who completed the study comprised the 
study sample (N=118). While 168 individuals gave Informed Consent, only 130 met the 
inclusion/exclusion criteria for survey. Duplicate IP addresses were not an issue, so no 
participants were excluded. A total of 130 individuals qualified for inclusion in the 
survey; however, only some 118 completed the entire study survey, including providing 
data for the study outcome variable of higher satisfaction for life.  
Some 12 eligible respondents did not complete the survey to the point of 
providing data for the study outcome variable and dependent variable of life satisfaction. 
There were no significant differences found when comparing survey completers (N=118) 
who had data for the primary outcome variable to survey non-completers (N=12) who 








Description of Research Instrumentation 
This study used a survey—the Older Black Lesbians’ Life Satisfaction Survey 
(for those age 50 and above) (OBLLSS) (See Appendix F)—that was  developed by the 
Principal Investigator, Porsha Hall, in partnership with her dissertation sponsor: i.e., 
Professor of Health Education, Dr. Barbara Wallace, Director of the Research Group on 
Disparities in Health (RGDH), Teachers College, Columbia University. Some survey 
parts were well-established in the published literature, while others were tailored from 
tools previously used by fellows of the RGDH; and, other were created for first-time use  
in this study. This section will describe each of the parts of the survey in detail. 
Part I: Basic Demographics (BD-15)  
The Basic Demographics (BD-15) scale was developed for use by the Research 
Group on Disparities in Health (RGDH) and was adapted for this study’s older African 
American/Black lesbian (or bisexual, queer, etc.) population. It has been used by previous 
fellows in the RGDH (e.g., Lian, 2017) and contains 15 questions covering, as follows: 
gender, age, race/ethnicity, skin color, country of birth, years living in the United States, 
highest educational level, employment status, annual household income, gender identity, 








Part II: Motherhood, Co-Parent, and Any Anticipated Future Care by a Child Scale  
(MC-AAFCBC-S-4) 
The Motherhood, Co-Parent, and Any Anticipated Future Care scale was created 
by Professor Barbara Wallace for use by the RGHD and has been previously used by its 
fellows (e.g., Liss, 2015). The scale was adapted for this study’s older African 
American/Black lesbians (or bisexual, queer, etc.) population and asks participants to 
answer 4 questions on the following: reporting children by birth; reporting children not 
by birth; legal adoption of child/children that partner birthed; anticipation of children  
being involved in future care.  
Part III: Single Item Rating of Risk of Providing Socially Desirable Responses (SIR- 
RPSDR-1) 
  The Sigle Item Rating of Risk of Providing Socially Desirable Responses scale 
was created by Professor Barbara Wallace for use by the RGHD and has been previously 
used by its fellows (e.g., Laryea, 2019). Using a Likert Scale from 0 to 10, this single-
item question asked the following: 
I sometimes say things that I think will please people, or what I think they 
want to hear—versus the honest truth, which might be difficult or painful for 
other people to hear and accept, or might lead them to judge me harshly… 
 
I rate myself on a scale of 0 to 10, as follows: 
 
0  1 2 3 4 5 6 7 8 9 10 
0-I am not like                 10-I am like 







Given the stress of the pandemic, there is value in reducing the burden of time on  
study participants and using in this study the new one item measure of social desirability. 
Part IV: Personal Health Background (PHB-10)   
The Personal Health Background scale was created for use by the RGHD and was 
adapted from a scale used by a prior fellow (e.g., Liss, 2015).  This 10-question scale 
asked participants questions about the following: health conditions; overall 
mental/emotional health status; height; weight; medial insurance; and quality of care. A 
sample question from the scale is provided below: 









Part V: Potential Disparities in Healthcare Service Delivery (PDHCSD-5)    
The Potential Disparities in Healthcare Service Delivery scale is an original tool 
created for this study by Principal Investigator, Porsha Hall, in conjunction with her 
dissertation sponsor, Dr. Barbara Wallace.  Questions seek to assess exposure to potential 
disparities in healthcare service delivery, via ratings (1=very poor to 6=excellent) of their 
providers for cultural competence in treating them; and, to assess their level of self-
disclosure with providers about their sexual orientation; and, their experiences  






Part VI: Stages of Change, Self-Efficacy, Knowledge, and Motivation for  
Performing 9 Behaviors for Healthy Aging (SOC-SE-K-M-P9BFHA-9) 
The Potential Disparities in Healthcare Service Delivery scale is an original tool 
created for this study by Principal Investigator, Porsha Hall, in conjunction with her 
dissertation sponsor, Dr. Barbara Wallace, Director of the RGDH, Teachers College, 
Columbia University. The tool has sub-scales for stage of change [scored 
1=precontemplation, 2=contemplation, 3=preparation, 4=action, 5=maintenance], self-
efficacy [scored 1=0% confident to 6=100% confident; knowledge/ understanding 
[scored _(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low 
__(4) moderate __(5) high ___(6) very high  __(7) extremely high]; and motivation 
[scored _(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low 
__(4) moderate __(5) high ___(6) very high  __(7) extremely high]. Findings produce 
means and SD for each of the 9 behaviors. A sample question from the scale is provided 
below: 
Behavior # 1-obtaining physical health care and maintaining health and 
wellness (i.e., you take action to prevent, address or treat any health conditions—
such as heart disease, diabetes, asthma, COPD, smoking, addiction, alcoholism, 
gynecological/sexual health issues, disability/functional limitations, overweight 
and obesity—including appropriate levels of physical activity/exercise) 
a- 
_____I am not thinking of doing this behavior at all. 
_____I am thinking about doing this behavior. 
_____I am preparing to do this behavior. 
_____I have been doing this behavior for less than six (6) months. 
_____I have been doing this behavior for more than six (6) months  
 
b-My confidence level for performing this behavior: 
____0% confident               ____20% confident                ____40% confident  





c-My level of knowledge and understanding for doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low 
__(4) moderate __(5) high ___(6) very high  __(7) extremely high 
 
d-My level of motivation for actually doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low 
__(4) moderate __(5) high ___(6) very high  __(7) extremely high 
Part VII: The Abbreviated Version of the Satisfaction with Life Scale (SWLS-3).  
The Abbreviated Version of the Satisfaction with Life Scale has three items, as 
used by Kjell and Diener (2021). Cronbach’s Alpha was .88 in one study, and .94 in a  
second study (Kjell & Diener, 2020). It is an established tool in the research literature. 
Part VIII: Life Satisfaction Scale (LSS-1) 
The Life Satisfaction Scale was used by Vang, Hou, and Elder (2018) is an 
established tool in the research literature. It is a single item scale that assesses how 
respondents currently feel about their life, using a rating scale of 0 (very dissatisfied) to 
10 (very satisfied). According to Vang, Hou, and Elder (2018), the LSS-1 “has been 
adopted extensively in national and international surveys and has been established as a 
reliable and valid indicator of individuals’ well-being” (p. 7). Their study found a mean 
score of 7.97 for life satisfaction (standard deviation of 1.75) (p. 7). Using a Likert Scale 
from 0 to 10, this single-item question asked the following: 
Using a scale of 0–10 where 0 means ‘Very dissatisfied’ and 10 means ‘Very 
satisfied’, how do you feel about your life as a whole right now?”. 
 
0=Very Dissatisfied                    10=Very Satisfied 
 





Part IX: The Harmony in Life Scale (HLS-3)  
The Harmony in Life Scale was developed by Daukantaitė, Hefferon, and 
Sikström (2016) as a way of “emphasizing psychological balance and flexibility in life” 
(p. 893). It is an established tool in the research literature, having a Cronbach’s Alpha of 
.90 in one study, and .96 in a second study  (Kjell & Diener, 2020). A sample question 
and scoring are provided below using a Likert Scale from 1 to 7: 
Directions (created for this study): To be in harmony means to experience 
peace, balance, and satisfaction. With this in mind, please answer the 
following questions: 
 
1-My lifestyle allows me to be in harmony 
 
7-Strongly agree.  6-Agree.  5-Slightly agree.  4-Neither agree nor disagree.  3-
Slightly disagree.  2-Disagree   1-Strongly disagree 
Part X: Satisfaction with Sex and Sexuality Past Year (SSS-PY-1) 
This is an original tool created for this study by Principal Investigator, Porsha 
Hall, in conjunction with her dissertation sponsor, Dr. Barbara Wallace. Using a Likert 
Scale from 1 to 7, this single-item question asked the following: 
Regarding how I have experienced sex and sexuality in the past year, and for 
my level of satisfaction with what I experienced, I am… 
 
7-Extremely satisfied.  6-Very satisfied.   5-Somewhat satisfied   4-Neither 
satisfied or dissatisfied.  3-Somewhat dissatisfied   2- Very dissatisfied.  1- 
Extremely dissatisfied 
Part XI: Rating Your Quality of Life Scale (RYQOL-S-1) 
The Rating Your Quality of Life scale was created was created for use by the 




scale was based on the main areas covered in the quality of life scale created by Gordon 
and Siminoff (2010)—specifically physical function, social support, body image, 
emotional function, coping, cognitive function, while excluding others. Using a Likert 
Scale from 1 to 6, this single-item scale with instructions, follows: 
Please rate yourself, after reading the following: 
Please think about the quality of your life, including the following: my ability to 
function physically (my level of strength, tendency to experience fatigue, ability 
to walk up and down stairs, ability to perform physical activities around the 
house, ability to move my arms and legs, degree to which I feel pain in my body); 
my amount of social support (number of people I can rely on for help, including 
in a crisis); my feelings about my body image (attractiveness, finding clothing I 
like to wear); my emotional functioning (degree of depression, anxiety, worry, 
uncertainty); and my mental functioning (ability to concentrate, remember 
things, think clearly). Keeping all of this in mind, please rate your quality of life 
at the present time: 
 
I rate my quality of life as: 
__1-Very poor  __2-Poor  __3-Fair __4-Good __5-Very Good  __6-Excellent 
Part XII: Perceived Stress Scale (PSS-4) 
The Perceived Stress Scale (PSS-4) was adapted from the original work of Cohen, 
Cohen, Kamarck, and Mermelstein (1983) to assess the degree of non-specific stress felt 
by study participants in the past month. Kamarck et. al. (2012) found acceptable internal 
consistency (Cronbach’s alpha coefficient=.79). The precursor to this short version is the  
10 item PSS-10, which is an established tool in the research literature. 
Part XIII: Alcohol, Cigarette, Drug Use and Stress Coping (ACDU-SC-4).  
The Alcohol, Cigarette, Drug Use and Stress Coping scale was created was 
created for use by the RGHD, as in the work of Santacruz (2014). It asks about the use of  




Part XIV: Perceived Social Support Scale (PSSS-1) 
The Perceived Social Support scale is a common tool used by the RGDH, having 
been used by Lian (2017). It was designed to be a 5-item scale (i.e., PSSS-5), but, 
condensed into one item to reduce response burden, as follows:  
Having SOCIAL SUPPORT means having people in your life who provide 
the following kinds of support and assistance: you can ask them for advice, 
or receive words of encouragement; get money or get food in an emergency; 
or have a place to temporarily wait for help, or stay or live in an emergency. 
 
1-Please indicate the extent to which you experience SOCIAL SUPPORT in 
your life at this time (i.e., right now): 
1. I have no one like this in my life right now 
2. I have at least 1 one person like this in my life right now 
3. I have at least 2 people like this in my life right now 
4. I have 3-5 people like this in my life right now 
5. I have 6 or more people like this in my life right now 
Part XV: Primary Care PTSD Screen for DSM-5 (PC-PTSD-5) 
The Primary Care PTSD Screen for DSM-5 was adapted from the original work 
of Prins et al. (2015), where in research with veterans it was found to have “strong 
diagnostic accuracy acceptable internal consistency” (p. 1209). The initial screening 
question is provided below: 
Sometimes things happen to people that are unusually or especially 
frightening, horrible, or traumatic. For example: 
• a serious accident or fire    
• a physical or sexual assault or abuse  
• an earthquake or flood    
• a war  
• seeing someone be killed or seriously injured  
• having a loved one die through homicide or suicide.  
 
Have you ever experienced this kind of event? ___YES ___NO 
If no [screen total=0], then please stop here.  If yes, please answer the 




The subsequent questions screen (yes or no) for the presence of key symptoms of 
PTSD, such as nightmares, or being easily startled, for example. The tool assesses PTSD  
symptoms for the past month. 
Part XVI: Retrospective Depression and Anxiety Scale (R-DAS-3) 
The Retrospective Depression and Anxiety Scale is a shorter version of a common 
tool used by the RGDH (e.g. Lian, 2017). The scale asks participants whether they have 
experienced any depression or anxiety in the past 12 months and whether they have 
sought out any counseling—as yes or no question. For the purposes of this study, subjects  
were only asked about the past year—and not the past 3, 6 months as in Lian (2017).  
Part XVII: Ratings of Experiences of Microaggressions with Others (REM-WO-6) 
This tool also follows the work of Lian (2017), as a common tool used by the 
RGDH. Here, it has 6 items that seek to capture the prevalence of experiences of 
microaggressions, including microassaults, microinsults, and microinvalidations.  
For the purposes of this study, subjects were asked 6 questions, while a sample question 
and the 5-point Likert Scale follow:  
Please think about your general life experiences, or overall experiences in life in 
the United states, whether interacting with members of the general public, people 
in work settings, schools, members of your family, or members of the larger 
society. To what extent have you experienced any of the following, and it 
seemed related to your being an older African-American / Black lesbian (or 
bisexual, queer, etc.): 
 
1-Brief exchanges or brief interactions where you felt you were receiving 
messages that were a put down, denigrating, or conveyed something 
negative: 





Part XVII: Life Satisfaction, Stress, Trauma, Intersectionality, Ways of Coping, and 
Resilience (LS-STI-WOC-R-8)  
 
The Life Satisfaction, Stress, Trauma, Intersectionality, Ways of Coping, and 
Resilience tool is a new measure created by the Principal Investigator. It is modelled on 
the work of Ingram (2017), while tailored for this study, with questions, as follows: 
(a) What factors have impacted their life satisfaction? 
(b) What have been the most stressful parts of their life experience?  
(c) How have the coped, bounced back, healed or were resilient?  
(d) What recommendations do they offer for improving the overall life 
satisfaction of older African American lesbians as they age across the lifespan, 
given their experiences within the healthcare system, other institutions, and the  
larger society? 
The Data Treatment and Data Analysis Plan 
Data were downloaded from www.Qualtrics.com. The data were transferred to 
SPSS and analyzed using SPSS 26.0. The data was analyzed as per the data analysis 
plans specified in Chapter I, Introduction, as listed under the research questions (i.e. 
section entitled: Research Questions, Survey Parts and Data Analysis Plans). Finally, 
qualitative data was analyzed following the guide in Appendix G, with some 
modifications permitted by Professor Wallace, who also checked and modified the coding  






This chapter described in detail the methods used in the present study. This 
included an overview of the study design, study procedures, recruitment of participants, 
and description of research instrumentation. The chapter concluded with how data was 









 This chapter provides a detailed presentation of the study results organized by  
research question. Additionally, findings are presented in table format. 
Data Analysis Results by Study Question 
Results for Research Question #1-What are their demographic characteristics (i.e. age, 
partner status, skin color tone, self-identification of sexual orientation, sexual behavior, 
sexual attraction, place of birth, zip code, annual household income, level of education, 
employment/retirement status, etc.)? (BD-15) 
 
Part I: Basic Demographics (BD-15). The study sample was comprised of 118 
Black lesbians over the age of 50 (N=118) with 94.9% female (n=112), 1.7% gender non-
conforming (n=2), and 3.4% other (n=4), and mean of 60.81 (min=50, max=86, SD=7). 
Results for self-identification were: Lesbian (85.6%, n=101), Bisexual (5.9%, n=7), 
Queer (8.5%, n=10), Pansexual (1.7%, n=2), Gay (5.9%, n=7), and Other (3.4%, n=4). 
Some 44.9% reported living with a partner/spouse (n=53), while 55.1% did not (n=65).  
The sample’s mean level of education was category 4.37 (min=1, max=6, 
SD=1.123), or between Bachelor’s and Master’s degrees. For example, 28.8% 
had Bachelor’s degrees (n=34), and 28% had Master’s degrees (n=33). Also, some 25.4% 
were married (n=30), 48.3% were employed full-time (n=57), and the sample’s mean  
annual household income for survey participants was the category 5.13 (SD=1.392), 
equating to between $50,000 – $99,999. 




Table 1. Basic Demographics (BD-10) (N=118) 
  N %   N % 
Gender Identity (N=118)*   Education Level (N=118)   
Female 112 94.9 1- Less than HS diploma 1 0.8 
Gender Non-Conforming 2 1.7 2- HS diploma/GED  2 1.7 
Other 4 3.4 3- Some college, Certificate 
or Associates degree 
26 22.0 
Age (N=118)   4- Bachelor’s degree 34 28.8 
50-55 35 29.6 5- Master’s degree  33 28.0 
56-60 22 18.6 6- Doctorate degree 22 18.6 
61-65 30 25.4 Mean education (4.37), SD (1.123) 
66-70 24 20.3 min (1), max (6)   
71-75 3 2.5    
76-80 2 1.7 Relationship Status (N=118)*  
81-85 1 0.8 Married 30 25.4 
86-90 1 0.8 Widowed 3 2.5 
Mean age (60.81), SD (7.321)  Divorced 8 6.8 
min (50), max (86)   Separated 4 3.4 
 
  
Domestic Partnership 7 5.9 
Race/Ethnicity (N=118)*    Live with Significant 
Other/Partner 
16 13.6 
Black/African American 118 100 
   Single 50 42.4 
Skin Color (N=118)      
7- Very Dark 2 1.7 Employment Status (N=118)*  
6- Dark 9 7.6 Full-time 57 48.3 
5- Medium to Dark 47 39.8 Part-time  13 11.0 
4- Medium to Light 44 37.3 Self Employed  30 25.4 
3- Light 14 11.9 Unemployed 1 0.8 
2- Very Light 2 1.7 Retired 31 26.3 
1- White 0 0 Pension 9 7.6 
Mean skin color (4.45), SD (0.921) 




   SSI/SSD 9 7.6 
Born in the U.S. (N=118)   Public Assistance 1 0.8 
Yes 115 97.5 Full-time Undergraduate or 
Graduate Student 
3 2.5 











Country of Origin (N=3)   Annual Household Income (N=115) 
Germany 1 .8 1- Less than $9,000 1 .8 
Guyana 1 .8 2- $10,000 to $19,000 5 4.2 
Other 1 .8 3- $20,000 to $39,000 8 6.8 
   4- $40,000 to $49,000 17 14.4 
Sexual Attraction (N=118)   5- $50,000 to $99,000 36 30.5 
Only females 76 64.4 6- $100,000 to $199,000 32 27.1 
Mostly females 38 32.2 7- $200,000 to $299,000 14 11.9 
Females and males 3 2.5 8- $300,000 to $399,000 1 0.8 
Not sure 1 0.8 9- $400,000 to $499,000 1 0.8 
   Mean income (5.13), SD (1.392)  
Self-Identification (N=118)*  min (1), max (9)   
Lesbian 101 85.6    
Bisexual 7 5.9 Sexual Behavior Past Year (N=118) 
Queer 10 8.5 Men only 1 0.8 
Pansexual 2 1.7 Women only 67 56.8 
Gay 7 5.9 Both men and women 7 5.9 
Other 4 3.4 I have not had sex 43 36.4 
      
Lives with Partner/Spouse (N=118)    
Yes 53 44.9  
No 65 55.1    
      
Notes: * represents where respondents were able to select multiple answer options 
 
Results for Research Question #2-What is their history of giving birth and parenting 
children? And, do they anticipate any of the children identified being involved in their 
future care, or overall care, as they age across the lifespan? (MC-AAFCBC-S-4) 
 
Part II: Motherhood, Co-Parent, and Any Anticipated Future Care by a 
Child Scale (MC-AAFCBC-S-4). Some 36.4% of respondents gave birth to a child 
(n=43) with the number of children being 1 (41.0%, n=18) or 2 (44.2%, n=19), as most 
frequently cited. The number of children birthed by someone else was mostly 1 (41.9%, 
n=13) or 2 (25.8%,)—while 29.0% had adopted the child/children their partner birthed 




care, or overall care, as they aged across the lifespan (n=41). Of note, in subsequent data 
analyses, if participant has either biological or non-biological children were coded as 
dichotomous (yes/no). 
See Table 2. 
Table 2. Motherhood, Co-Parent, and Any Anticipated Future Care by a Child Scale 
(MC-AAFCBC-S-4) (N=118) 
  N %   N % 
Birthed a Child (N=118) Number of Children Did Not Birth 
(N=31)  
Yes 43 36.4 1- 0 1 3.2 
No 75 63.6 2- 1 13 41.9 
   3- 2 8 25.8 
Number of Children Birthed (N=43) 4- 3 5 16.1 
2- 1 18 41.9 5- 4 2 6.5 
3- 2 19 44.2 6- 5 1 3.2 
4- 3 4 9.3 7- 6 1 3.2 
6- 5 2 4.7    
   Adopted Partner’s Birthed Children 
(N=31) Have Children Did Not Birth (N=118) 
Yes 31 26.3 Yes 9 29.0 
No 87 73.7 No 16 51.6 
   Other 6 19.4 
Children Involved in Future Care 
(N=66)    
Yes 41 34.7    
No 8 6.8    
Not sure 17 14.4    










Results for Research Question #3-To what extent do they tend to provide socially 
desirable answers—as a variable to be controlled for in regression analysis? (MAY-13) 
 
Part III: More About You (Social Desirability) (MAY-13). The mean rating for 
social desirability was 3.48 (min=0, max=10, SD=2.855) for low social desirability.   
See Table 3. 
Table 3. More About You (Social Desirability) (MAY-13). (N=118) 
  N % 
Mean social desirability (3.48), SD (2.855)   
min (0), max (10)   
   
On a scale of 0 to 10, I sometimes say things that I think will please people, or what 
I think they want to hear—versus the honest truth, which might be difficult or 
painful for other people to hear and accept, or might lead them to judge me 
harshly… 
 
0- I am not like this at all 26 22.0 
1- 11 9.3 
2- 12 10.2 
3- 16 13.6 
4- 10 8.5 
5- 13 11.0 
6- 6 5.1 
7- 12 10.2 
8- 8 6.8 
9- 1 0.8 
10- I am like this all the time 3 2.5 
   
Results for Research Question #4-What is their personal health background, including 
any chronic health conditions and health issues (e.g. hypertension, diabetes, asthma, 
arthritis, etc.)? And, what are their ratings for their physical health status, 
mental/emotional health status, Body Mass Index (BMI), weight status, medical 
insurance status, quality of overall care for any medical condition, and quality of care 





Part IV: Personal Health Background (PHB-10).  The sample’s mean rating 
for health status was 4.04 (min=1, max=6, SD=0.789) for good.   Self-reported weight 
was 2.89 (min=1, max=4, SD=0.664) for closest to overweight.  Mean body mass index 
(BMI) was 32.770 (min=17.97, max=57.32, SD=8.03) for overweight. Some 56.8% 
(N=67) indicated they had private insurance. The sample’s mean quality of care received 
for any medical condition(s) was reported as 4.68 (min=1, max=6, SD=1.205), or closest 
to very good. For example, 45.8% (N=54) reported receiving very good quality of care. 
The sample’s mean rating for quality of care received by their primary care provider was 
4.54 (min=1, max=6, SD=1.174) for between very good and excellent. For example, 
32.2% (N=34) reported receiving excellent quality of care from their primary provider.  
See Table 4. 
Table 4. Personal Health Background (PHB-10) (N=118) 
  N %   N % 
Overall Physical Health Status (N=118)  
Quality of Care from Primary Care 
Provider (N=118)  
2-Poor 3 2.5 3-Fair 14 11.9 
3-Fair 22 18.6 4-Good 28 23.7 
4-Good 63 53.4 5-Very good 38 32.2 
5-Very good 27 22.9 6-Excellent 34 28.8 
6-Excellent 3 2.5 7- NA (No PCP) 4 3.4 
Mean health status (4.04), SD (0.789) Mean PCP care (4.54), SD (1.174) 
min (2), max (6)   min (1), max (6)   




















Self-reported weight (N=118)  Overall Quality Health Care (N=118)  
1- Underweight 1 0.8 1-Very poor 1 0.8 
2- Normal weight 30 25.4 2-Poor 1 0.8 
3- Overweight 68 57.6 3- Fair 8 6.8 
4- Obese 19 16.1 4- Good 30 25.4 
Mean weight (2.89), SD (0.664) 5- Very good 54 45.8 
min (1), max (4)  6- Excellent 19 16.1 
   7- NA (No heath care) 5 4.2 
Type of Medical Insurance (N=118)  Mean overall care (4.68), SD (1.205) 
Private insurance plan  67 56.8 min (1), max (6)   
HMO 12 10.2    
Medicaid 7 5.9 Overall Mental/Emotional Health 
Status (N=118)  Medicare 20 16.9 
NA (No/ poor insurance) 1 0.8 1-Very poor 0 0 
Other (please specify) 11 9.3 2-Poor 1 0.8 
   3-Fair 18 15.3 
Chronic Health Conditions (N=118) 4-Good 33 28.0 
1- 0 42 35.6 5-Very good 55 46.6 
2- 1 34 28.8 6-Excellent 11 9.3 
3- 2 18 15.3 Mean mental/emotional health status 
(4.48), SD (0.894) 4- 3 13 11.0 
5- 4  6 5.1 min (2), max (6)   
6- 5 3 2.5    
7- 6 1 0.8    
11- 10 1 0.8    
Mean chronic health conditions status 
(1.39), SD (1.607)  
  
min (0), max (10) 




Results for Research Question #5-To what extent have they experienced potential 
disparities in healthcare service delivery as African American / Black lesbians (bisexual, 
queer, etc.), given ratings of: (a) their health care providers’ sensitivity/competence in 
providing the same care as they would provide to White women; (b) their health care 
providers’ sensitivity/competence in providing the same care as they would provide to 
heterosexual women; (c) extent to which they disclose their sexual orientation to 
providers (always, sometimes, not at all); (d) extent to which institutions/providers are 
perceived as open to hearing about and accepting their sexual orientation; ( e ) extent to 
which they attribute experiences of discrimination within the healthcare system to their 
multiple personal characteristics (intersectionality as double/triple/or more oppression for 




to which they have persevered and been adherent to receiving medical care despite 
having concerns about how they might be treated (i.e. highest, moderate, low, or lowest 
perseverance/adherence)?(PDHCSD-5) 
 
Part V: Potential Disparities in Healthcare Service Delivery (PDHCSD-5). 
For their providers’ sensitivity and cultural competence given their sexual orientation, the 
mean was 4.70 (min=1, max=6, SD=1.182), or closest to very good. For their providers’ 
sensitivity and cultural competence given their race was 4.57 (min=1, max=6, SD=1.178) 
for between good to very good. 
Some 52.5% (N=62) reported always disclosing their sexual orientation to 
providers. The sample’s mean rating for experiencing health care providers as being open 
to hearing about and accepting their sexual orientation was 3.77 (min=1, max=5, 
SD=0.937), or closest to very open. For example, 50,0% (n=59) reported experiencing 
providers being very open to hearing about and accepting their sexual orientation. 
Some 71.2% of respondents reported experiencing some sort of discrimination in 
the healthcare system (n=84). For example, 48.3% reported experiencing discrimination 
for being women (n=57), 64.4% reported experiencing discrimination for being 
Black/African American (n=76), 7.6% f reported experiencing discrimination for having 
a disability (n=9), 31.4% reported experiencing discrimination for being  
overweight/obese (n=54), and 29.7% reported experiencing discrimination for their 
individual appearance (n=35).  






Table 5. Potential Disparities in Healthcare Service Delivery (PDHCSD-5) (N=118) 
 N %  N % 
Provider Sensitivity to Sexual Orientation 
(N=114) 
Experiencing discrimination in healthcare 
system (N=118) 
1- Very Poor 1 0.8 1- For being a woman   
2- Poor 4 3.4 Yes 57 48.3 
3- Fair 16 13.6 No 61 51.7 
4- Good 19 16.1 2- For being Black/African American 
5- Very good 41 34.7 Yes 76 64.4 
6- Excellent 33 28.0 No 42 35.6 
7- NA (No/missing data) 4 3.4 3- For having a disability   
Mean sensitivity to sexual orientation  Yes 9 7.6 
(4.70), SD (1.182) No 34 28.8 
min (1), max (6) NA (No disability) 75 63.6 
 4- For being overweight/obese  
Provider Sensitivity to Race (N=115)  Yes 37 31.4 
1- Very Poor 1 0.8 No 54 45.8 
2- Poor 5 4.2 NA (Not overweight/obese) 27 22.9 
3- Fair 16 13.6 5- For their appearance   
4- Good 26 22.0 Yes 35 29.7 
5- Very good 39 33.1 No 83 70.3 
6- Excellent 28 23.7 
Mean experiencing discrimination in 
healthcare system (1.81), SD (1.519)   
7- NA (No/missing data) 3 2.5 min (0), max (5)   
Mean race sensitivity (4.57), SD (1.178)      
min (1), max (6) Despite Concerns About Healthcare 
Treatment (N=118)* 




1- I do not disclose 1 8.5 I sometimes avoided, delayed 
seeking care 
29 24.6 
2- I only sometimes disclose 40 33.9 
**3- I always disclose 62 52.5 I only sought essential/much 
needed healthcare 
13 11 
**4- It is easy to see/guess 
my sexual orientation, so 
providers usually know 
6 5.1 
I only sought healthcare 
unless absolute emergency 
3 2.5 
Mean sharing sexual orientation with 
provider (1.49), SD (0.650)   
 
  
min (0), max (2)    









Provider Openness to Hearing About 
Sexual Orientation (N=118) 
 
5- Extremely 23 19.5    
4- Very 59 50.0    
3- Somewhat 26 22.0    
2- Not really 6 5.1    
1- Not at all 4 3.4    
Mean provider openness to hearing about 
sexual orientation (3.77), SD (0.937) 
 
  
min (1), max (5)      
      
Notes: * represents where respondents were able to select multiple answer options 
Results for Research Question #6-What is their stage of change, self-efficacy, 
knowledge and motivation for performing the 9 key behaviors for healthy aging—i.e. (1) 
obtaining physical health care and maintaining health and wellness; (2) receiving regular 
care from a primary health care provider and other specialty providers; (3) participating 
in stress reduction activities (yoga, meditating, walking, exercising, etc.) and taking care 
of mental /emotional health; (4) talking to and being with others for social support and to 
avoid isolation / loneliness; (5) maintaining a safe and secure home or place to live; (6) 
planning for the future so you have safe and secure housing or long-term care; (7) taking 
care of your financial needs so you have enough money to live now; (8) planning for your 
financial needs in the future for when you get older; (9) planning for the end of your life 
and completing essential paperwork?(SOC-SE-K-M-P9BFHA-9) 
 
Part VI: Stages of Change, Self-Efficacy, Knowledge, and Motivation for 
Performing 9 Behaviors for Healthy Aging (SOC-SEK-M-P9BFHA-9). First, the 
stages of change scale for performing the 9 behaviors for healthy aging exhibited  
adequate internal consistency (Cronbach’s Alpha=0.765) and returned a mean of 4.283 
(min=1.44, max=5, SD=0.663) for closest to action stage for performing the 9 behaviors.  





Table 6. Stages of Change (SOC) for Performing 9 Behaviors for Healthy Aging (SOC-
SEK-M-P9BFHA-9) (N=118) 
  N % 
Cronbach’s Alpha (0.765)   
Mean stages of change for performing 9 behaviors for healthy aging (4.283), SD 
(.6633)—for closest to action stage 
min (1.44), max (5) 
*1=precontemplation stage. 2=contemplation stage. 3=preparation 
stage 4=action stage. 5=maintenance stage 
    
1. Behavior # 1- SOC for Obtaining physical health care and maintaining 
health and wellness. 
*1- Not thinking of doing behavior 8 6.8 
2- Thinking about doing behavior 8 6.8 
3- Preparing to do behavior 7 5.9 
4- Have been doing behavior less than 6 months 11 9.3 
5- Have been doing behavior 6+ months 84 71.2 
2. Behavior # 2- SOC for Receiving regular care from health care providers.  
1- Not thinking of doing behavior 1 0.8 
2- Thinking about doing behavior 6 5.1 
3- Preparing to do behavior 4 3.4 
4- Have been doing behavior less than 6 months 8 6.8 
5- Have been doing behavior 6+ months 99 83.9 
3. Behavior # 3- SOC for Participating in stress reduction activities (yoga, 
meditating, walking, exercising, etc.) and taking care of mental/emotional 
health  
1- Not thinking of doing behavior 7 5.9 
2- Thinking about doing behavior 12 10.2 
3- Preparing to do behavior 8 6.8 
4- Have been doing behavior less than 6 months 13 11.0 
5- Have been doing behavior 6+ months 78 66.1 
4. Behavior # 4- SOC for Interacting with others for social support and 
avoiding isolation/loneliness.  
1- Not thinking of doing behavior 10 8.5 
2- Thinking about doing behavior 9 7.6 
3- Preparing to do behavior 3 2.5 
4- Have been doing behavior less than 6 months 7 5.9 





5. Behavior # 5- SOC for Maintaining a safe and secure home or place to live.  
1- Not thinking of doing behavior 1 0.8 
2- Thinking about doing behavior 1 0.8 
3- Preparing to do behavior 4 3.4 
4- Have been doing behavior less than 6 months 5 4.2 
5- Have been doing behavior 6+ months 107 90.7 
6. Behavior # 6- SOC for Planning for future safe and secure housing or long-
term care. 
1- Not thinking of doing behavior 6 5.1 
2- Thinking about doing behavior 23 19.5 
3- Preparing to do behavior 24 20.3 
4- Have been doing behavior less than 6 months 10 8.5 
5- Have been doing behavior 6+ months 55 46.6 
7. Behavior # 7- SOC for Taking care of financial needs so you have enough 
money to live now.  
2- Thinking about doing behavior 3 2.5 
3- Preparing to do behavior 10 8.5 
4- Have been doing behavior less than 6 months 7 5.9 
5- Have been doing behavior 6+ months 98 83.1 
8. Behavior # 8- SOC for Planning for your financial needs in the future for 
when you get older.  
1- Not thinking of doing behavior 1 0.8 
2- Thinking about doing behavior 10 8.5 
3- Preparing to do behavior 15 12.7 
4- Have been doing behavior less than 6 months 8 6.8 
5- Have been doing behavior 6+ months 84 71.2 
9. Behavior # 9- SOC for Planning for the end of your life and completing 
essential paperwork.  
1- Not thinking of doing behavior 7 5.9 
2- Thinking about doing behavior 33 28.0 
3- Preparing to do behavior 29 24.6 
4- Have been doing behavior less than 6 months 6 5.1 
5- Have been doing behavior 6+ months 43 36.4 






Second, the self-efficacy scale exhibited good internal consistency (Cronbach’s 
Alpha of 0.811) and returned a mean of 5.171 (min=3, max=6, SD=0.703) for 80% 
confident for performing the 9 behaviors for healthy aging. 
See Table 7. 
Table 7. Self-Efficacy for Performing 9 Behaviors for Healthy Aging (SOC-SEK-M-
P9BFHA-9) (N=118) 
 N % 
Cronbach’s Alpha (0.811)   
Mean self-efficacy for performing 9 behaviors for healthy aging (5.1714), SD 
(.70252) 
min (3), max (6)   
   
1. Behavior # 1- Confidence level for obtaining physical health care and 
maintaining health and wellness.  
1- 0% 1 0.8 
2- 20% 2 1.7 
3- 40% 9 7.6 
4- 60% 13 11.0 
5- 80% 30 25.4 
6- 100% 63 53.4 
2. Behavior # 2- Confidence level for receiving regular care from health care 
providers.  
3- 40% 4 3.4 
4- 60% 9 7.6 
5- 80% 31 26.3 
6- 100% 74 62.7 
3. Behavior # 3- Confidence level for participating in stress reduction activities 
(yoga, meditating, walking, exercising, etc.) and taking care of 
mental/emotional health. 
1- 0% 5 4.2 
2- 20% 3 2.5 
3- 40% 6 5.1 
4- 60% 11 9.3 
5- 80% 39 33.1 




4. Behavior # 4- Confidence level for interacting with others for social support 
and avoiding isolation/loneliness.  
1- 0% 5 4.2 
2- 20% 2 1.7 
3- 40% 11 9.3 
4- 60% 6 5.1 
5- 80% 27 22.9 
6- 100% 67 56.8 
5. Behavior # 5- Confidence level for maintaining a safe and secure home or 
place to live.  
1- 0% 1 0.8 
2- 20% 2 1.7 
4- 60% 8 6.8 
5- 80% 20 16.9 
6- 100% 87 73.7 
6. Behavior # 6- Confidence level for  planning for future safe and secure 
housing or long-term care.  
1- 0% 4 3.4 
2- 20% 3 2.5 
3- 40% 7 5.9 
4- 60% 20 16.9 
5- 80% 32 27.1 
6- 100% 52 44.1 
7. Behavior # 7- Confidence level for taking care of financial needs so you have 
enough money to live now.  
1- 0% 1 0.8 
2- 20% 1 0.8 
3- 40% 2 1.7 
4- 60% 13 11.0 
5- 80% 27 22.9 
6- 100% 74 62.7 
8. Behavior # 8- Confidence level for planning for your financial needs in the 
future for when you get older.  
1- 0% 1 0.8 
2- 20% 4 3.4 
3- 40% 8 6.8 
4- 60% 20 16.9 
5- 80% 34 28.8 




9. Behavior # 9- Confidence level for planning for the end of your life and 
completing essential paperwork. 
2- 20% 3 2.5 
3- 40% 15 12.7 
4- 60% 26 22.0 
5- 80% 32 27.1 
6- 100% 42 35.6 
   
   
Third, the knowledge and understanding for performing the 9 behaviors for 
healthy aging scale exhibited good internal consistency (Cronbach’s Alpha=0.863) and 
returned a mean of 5.811 (min=3.22, max=7, SD=0.916) for closest to a high level of 
knowledge and understanding for performing the 9 behaviors for healthy aging. 
See Table 8. 
Table 8. Knowledge and Understanding for Performing 9 Behaviors for Healthy Aging 
(SOC-SEK-M-P9BFHA-9) (N=118) 
 N % 
Cronbach’s Alpha (0.863)   
Mean knowledge and understanding for performing 9 behaviors for healthy 
aging (5.8107), SD (.91594) 
min (3.22), max (7)   
   
1. Behavior # 1- Level of knowledge and understanding for obtaining physical 
health care and maintaining health and wellness.  
1- Non-existent 2 1.7 
5- Moderate 14 11.9 
6- High 22 18.6 
7- Very high 45 38.1 
8- Extremely high 35 29.7 
2. Behavior # 2- Level of knowledge and understanding for receiving regular 
care from health care providers.  
5- Moderate 9 7.6 
6- High 19 16.1 
7- Very high 43 36.4 




3. Behavior # 3- Level of knowledge and understanding for participating in 
stress reduction activities (yoga, meditating, walking, exercising, etc.) and 
taking care of mental/emotional health. 
1- Non-existent 2 1.7 
2- Extremely low 1 0.8 
3- Very low 1 0.8 
4- Low 4 3.4 
5- Moderate 5 4.2 
6- High 19 16.1 
7- Very high 37 31.4 
8- Extremely high 49 41.5 
4. Behavior # 4- Level of knowledge and understanding for interacting with 
others for social support and avoiding isolation/loneliness.  
1- Non-existent 2 1.7 
2- Extremely low 1 0.8 
3- Very low 1 0.8 
4- Low 4 3.4 
5- Moderate 4 3.4 
6- High 22 18.6 
7- Very high 31 26.3 
8- Extremely high 53 44.9 
5. Behavior # 5- Level of knowledge and understanding for maintaining a safe 
and secure home or place to live.  
1- Non-existent 1 0.8 
3- Very low 1 0.8 
5- Moderate 6 5.1 
6- High 15 12.7 
7- Very high 25 21.2 
8- Extremely high 70 59.3 
6. Behavior # 6- Level of knowledge and understanding for planning for future 
safe and secure housing or long-term care.  
1- Non-existent 2 1.7 
2- Extremely low 1 0.8 
3- Very low 2 1.7 
4- Low 3 2.5 
5- Moderate 22 18.6 
6- High 22 18.6 
7- Very high 27 22.9 




7. Behavior # 7- Level of knowledge and understanding for taking care of 
financial needs so you have enough money to live now.  
1- Non-existent 1 0.8 
2- Extremely low 1 0.8 
5- Moderate 13 11.0 
6- High 16 13.6 
7- Very high 39 33.1 
8- Extremely high 48 40.7 
8. Behavior # 8- Level of knowledge and understanding for planning for your 
financial needs in the future for when you get older.  
1- Non-existent 1 0.8 
2- Extremely low 2 1.7 
3- Very low 1 0.8 
4- Low 5 4.2 
5- Moderate 18 15.3 
6- High 26 22.0 
7- Very high 29 24.6 
8- Extremely high 36 30.5 
9. Behavior # 9- Level of knowledge and understanding planning for the end of 
your life and completing essential paperwork.  
3- Very low 4 3.4 
4- Low 6 5.1 
5- Moderate 27 22.9 
6- High 19 16.1 
7- Very high 22 18.6 
8- Extremely high 40 33.9 
   
   
Forth, the motivation scale for performing the 9 behaviors for healthy aging 







5.57 (min=3.44, max=7, SD=0.935) for between moderate and high motivation for 
performing the 9 behaviors for healthy aging. 
See Table 9. 
Table 9. Motivation for Performing 9 Behaviors for Healthy Aging (SOC-SEK-M-
P9BFHA-9) (N=118) 
 N % 
Cronbach’s Alpha (0.813)   
Mean motivation for performing 9 behaviors for healthy aging (5.57), SD (.935) 
min (3.44), max (7)   
   
1. Behavior # 1- Level of motivation for obtaining physical health care and 
maintaining health and wellness.  
1- Non-existent 4 3.4 
3- Very low 2 1.7 
4- Low 4 3.4 
5- Moderate 22 18.6 
6- High 24 20.3 
7- Very high 33 28.0 
8- Extremely high 29 24.6 
2. Behavior # 2- Level of motivation for receiving regular care from health care 
providers.  
1- Non-existent 1 0.8 
3- Very low 2 1.7 
4- Low 2 1.7 
5- Moderate 15 12.7 
6- High 27 22.9 
7- Very high 33 28.0 











3. Behavior # 3- Level of motivation for participating in stress reduction 
activities (yoga, meditating, walking, exercising, etc.) and taking care of 
mental/emotional health. 
1- Non-existent 3 2.5 
2- Extremely low 2 1.7 
3- Very low 2 1.7 
4- Low 5 4.2 
5- Moderate 22 18.6 
6- High 22 18.6 
7- Very high 35 29.7 
8- Extremely high 27 22.9 
4. Behavior # 4- Level of motivation for interacting with others for social 
support and avoiding isolation/loneliness.  
1- Non-existent 3 2.5 
2- Extremely low 1 0.8 
3- Very low 4 3.4 
4- Low 3 2.5 
5- Moderate 19 16.1 
6- High 19 16.1 
7- Very high 31 26.3 
8- Extremely high 38 32.2 
5. Behavior # 5- Level of motivation for maintaining a safe and secure home or 
place to live.  
1- Non-existent 1 0.8 
2- Extremely low 2 1.7 
4- Low 3 2.5 
5- Moderate 7 5.9 
6- High 19 16.1 
7- Very high 23 19.5 













6. Behavior # 6- Level of motivation for planning for future safe and secure 
housing or long-term care.  
1- Non-existent 2 1.7 
2- Extremely low 2 1.7 
3- Very low 2 1.7 
4- Low 3 2.5 
5- Moderate 24 20.3 
6- High 17 14.4 
7- Very high 29 24.6 
8- Extremely high 39 33.1 
7. Behavior # 7- Level of motivation for taking care of financial needs so you 
have enough money to live now.  
1- Non-existent 1 0.8 
2- Extremely low 1 0.8 
5- Moderate 9 7.6 
6- High 21 17.8 
7- Very high 31 26.3 
8- Extremely high 55 46.6 
8. Behavior # 8- Level of motivation for planning for your financial needs in the 
future for when you get older.  
1- Non-existent 1 0.8 
1- Extremely low 1 0.8 
3- Very low 1 0.8 
4- Low 1 0.8 
5- Moderate 14 11.9 
6- High 24 20.3 
7- Very high 27 22.9 
8- Extremely high 49 41.5 
9. Behavior # 9- Level of motivation for planning for the end of your life and 
completing essential paperwork.  
2- Extremely low 2 1.7 
3- Very low 2 1.7 
4- Low 15 12.7 
5- Moderate 25 21.2 
6- High 21 17.8 
7- Very high 21 17.8 
8- Extremely high 32 27.1 




Results for Research Question #7-What is their level of satisfaction with life? (SWLS-
3).  
 
 Part VII. The Abbreviated Version of the Satisfaction with Life Scale 
(SWLS-3). The Abbreviated Version of the Satisfaction with Life Scale had good 
internal constancy (i.e. Cronbach’s Alpha of 0.870). The sample’s mean  was 5.223 
(min=1.33, max=7, SD=1.272), indicating a moderately high satisfaction with life. 
SWLS-3 is the study outcome variable. 
 See Table 10. 
 
Table 10. The Abbreviated Version of the Satisfaction with Life Scale (SWLS-3) (N=118) 
 
Cronbach’s Alpha (0.870) 
Mean satisfaction with life (5.223), SD (1.272) 
min (1.33), max (7) 
  N % 
1. In most ways my life is close to ideal? (N=118)   
7- Strongly agree 17 14.4 
6- Agree 43 36.4 
5- Slightly agree 25 21.2 
4- Neither agree nor disagree 13 11.0 
3- Slightly disagree 8 6.8 
2- Disagree 10 8.5 
1- Strongly disagree 2 1.7 
2. The conditions of my life are excellent. (N=118)   
7- Strongly agree 17 14.4 
6- Agree 43 36.4 
5- Slightly agree 24 20.3 
4- Neither agree nor disagree 15 12.7 
3- Slightly disagree 14 11.9 








3. I am satisfied with my life. (N=118) 
7- Strongly agree 25 21.2 
6- Agree 42 35.6 
5- Slightly agree 28 23.7 
4- Neither agree nor disagree 10 8.5 
3- Slightly disagree 8 6.8 
2- Disagree 4 3.4 
   
 
Results for Research Question #7- What is their level of satisfaction with life? (LSS-1) 
 
Part VIII. Life Satisfaction Scale (LSS-1). The sample’s mean rating for overall 
life satisfaction was 7.50 (min=2, max=10, SD=1.834), or moderately high. This variable  
See Table 11. 
Table 11. Life Satisfaction Scale (LSS-1) (N=118) 
  N % 
Using a scale of 0–10 where 0 means ‘Very dissatisfied’ and 10 
means ‘Very satisfied’, how do you feel about your life as a whole 
right now? (N=118)   
0 - very dissatisfied 0 0 
1 0 0 
2 0 0 
3 1 0.8 
4 5 4.2 
5 2 1.7 
6 11 9.3 
7 6 5.1 
8 28 23.7 
9 25 21.2 
10 - very satisfied 27 22.9 
   
Mean life satisfaction (7.50), SD (1.834)   
min (2), max (10) 





Results for Research Question #8-To what extent do they experience harmony in life 
(balance)? (HLS-3) 
 
Part IX. The Harmony in Life Scale (HLS-3). The Harmony in Life Scale had 
very good internal constancy (i.e. Cronbach’s Alpha of 0.870), returning a mean of 5.407  
(min=2, max=7, SD=1.184) for moderately high harmony in life. For the question “I am 
in harmony?” 37.6% responded with agree (n=44), and 21.4% responded with strongly 
agree (n=25). 
 See Table 12. 
Table 12. Harmony in Life Scale (HLS-3) (N=117) 
  N % 
Cronbach’s Alpha (0.870)   
Mean harmony in life (5.407), SD (1.184)   
min (2), max (7)   
   
1. My lifestyle allows me to be in harmony? (N=117)   
7- Strongly agree 26 22.2 
6- Agree 55 47.0 
5- Slightly agree 15 12.8 
4- Neither agree nor disagree 9 7.7 
3- Slightly disagree 8 6.8 
2- Disagree 3 2.6 
1- Strongly disagree 1 0.9 
2. Most aspects of my life are in balance. (N=117)   
7- Strongly agree 18 15.4 
6- Agree 46 39.3 
5- Slightly agree 25 21.4 
4- Neither agree nor disagree 11 9.4 
3- Slightly disagree 14 12.0 








3. I am in harmony. (N=117) 
7- Strongly agree 21 17.9 
6- Agree 44 37.6 
5- Slightly agree 25 21.4 
4- Neither agree nor disagree 13 11.1 
3- Slightly disagree 10 8.5 
2- Disagree 3 2.6 
1- Strongly disagree 1 0.9 
   
 
Results for Research Question #9-What did they report as their past year level of 
satisfaction with their experience of sex and sexuality? (SSS-PY-1) 
 
Part X. Satisfaction with Sex and Sexuality Past Year (SSS-PY-1). The 
sample’s mean rating for satisfaction with sex and sexuality in the past year was 4.33 
(min=1, max=7, SD=1.640) for moderate.  
See Table 13. 
Table 13. Satisfaction with Sex and Sexuality Past Year (SSS-PY-1) (N=117) 
  N % 
Regarding how I have experienced sex and sexuality in the past 
year, and for my level of satisfaction with what I experienced, I 
am… (N=117) 
  
1- Extremely satisfied 11 9.4 
2 19 16.2 
3 26 22.2 
4 28 23.9 
5 16 13.7 
6 9 7.7 
7- Extremely dissatisfied 8 6.8 
Mean satisfaction with sex and sexuality past year (4.33), SD (1.640)   
min (1), max (7)     






Results for Research Question #10-How do they rate their quality of life at the present 
time, given considerations of their ability to function physically, the amount of social 
support they have, their feelings about their body image, their emotional functioning, and 
their mental functioning? (RYQOL-S-1) 
 
Part XI. Rating Your Quality of Life Scale (RYQOL-S-1). The sample’s mean 
rating for quality of life was 4.29 (min=2, max=6, SD=0.891) for moderate.  
See Table 14. 
Table 14. Rating Your Quality of Life Scale (RYQOL-S-1) (N=117) 
 N % 
Please rate your quality of life at the present time: (N=117) 
 
 
1- Very poor 0 0 
2 2 0.9 
3 21 17.9 
4 48 41.0 
5 37 31.6 
6- Excellent 10 8.5 
Mean quality of life (4.29), SD (0.891)   
min (2), max (6)     
   
 
Results for Research Question #11-What is their perception of stress in their lives in the 
past 30 days? (PSS-4) 
 
Part XII: Perceived Stress Scale (PSS-4). The Perceived Stress Scale had 
adequate internal constancy (i.e. Cronbach’s Alpha of 0.749), returning a mean past 
month level of perceived stress of 1.165 (min=.00, max=3, SD=0.699) for between low to 
moderately low stress level. 
Scores were obtained by reverse coding the positive items. For example, for the 




your personal problems?” 34.2% responded with fairly often (n=40) and 43.6% 
responded with very often (n=51). 
See Table 15 
Table 15. Perceived Stress Scale (PSS-4) (N=117) 
 N % 
Cronbach’s Alpha (0.749)   
Mean perceived stress (1.165), SD (0.699)   
min (.00), max (3)   
 
1. In the last month, how often have you felt that you were unable 
to control the important things in your life? (N=117)   
1- Never 22 18.8 
2- Almost never 38 32.5 
3- Sometimes 40 34.2 
4- Fairly often 14 12.0 
5- Very often 3 2.6 
2. In the last month, how often have you felt confident in your 
ability to handle your personal problems? (N=117)   
1- Never 1 0.9 
2- Almost never 4 3.4 
3- Sometimes 21 17.9 
4- Fairly often 40 34.2 
5- Very often 51 43.6 
3. In the last month, how often have you felt that things were going your way? 
(N=117) 
1- Never 1 0.9 
2- Almost never 8 6.8 
3- Sometimes 31 26.5 
4- Fairly often 48 41.0 
5- Very often 29 24.8 
4. And the last month, how often have you felt difficulties were piling up so 
high that you cannot overcome them? (N=117) 
1- Never 28 23.9 
2- Almost never 47 40.2 
3- Sometimes 37 31.6 
4- Fairly often 4 3.4 
5- Very often 1 0.9 




Results for Research Question #12-What is their current/ past alcohol, cigarette and 
drug use, and to what extent do they use these substances to cope with stress? (ACDU-
SC-4) 
 
Part XIII: Alcohol, Cigarette, Drug Use and Stress Coping (ACDU-SC-4). 
Some 55.6% of respondents reported drinking alcohol (n=65), 71.8% reported not 
smoking cigarettes (n=84), and 27.4% indicated using some kind of drug to get high, 
relax, or reduce stress (n=32). Some 53.0% of respondents reported 0% of their time was 
spent using drugs and/or alcohol to cope with stress (n=62).  
See Table 16 
Table 16. Alcohol, Cigarette, Drug Use and Stress Coping (ACDU-SC-4) (N=117) 
 N %  N % 
Do You Drink Alcohol (N=117) Percentage of time using drugs and/or 
alcohol to cope with stress? (N=117) 
Yes 65 55.6 1- 0% 62 53.0 
No 36 30.8 2- 10% 30 25.6 
I used to, but stopped 16 13.7 3- 20% 12 10.3 
Do You Smoke Cigarettes? (N=117) 4- 30% 2 1.7 
Yes 12 10.3 5- 40% 2 1.7 
No 84 71.8 6- 50% 1 0.9 
I used to, but stopped 21 17.9 7- 60% 3 2.6 
Do you ever use any kind of drug to get 







Yes 32 27.4    
No 73 62.4    
I used to, but stopped 12 10.3    
      









Results for Research Question #13-What is their current level of perceived social 
support? (PSSS-5) 
 
Part XIV: Perceived Social Support Scale (PSSS-5). The sample’s mean rating 
for overall perceived social support was 2.98 (min=0, max=4, SD=1.034) for moderate 
level of social support—i.e. having at least 2 people in their life providing social 
support.  
See Table 17. 
Table 17. Perceived Social Support Scale (PSSS-1) (N=117) 
  N % 
Using a scale of 1–5, please indicate the extent to which you 
experience SOCIAL SUPPORT in your life at this time: (N=117)    
1- I have no one like this in my life right now 1 0.9 
2- I have at least 1 one person like this in my life right now 14 12.0 
3- I have at least 2 people like this in my life right now 15 12.8 
4- I have 3-5 people like this in my life right now 43 36.8 
5- I have 6 or more people like this in my life right now 44 37.6 
Mean perceived social support (2.98), SD (1.640)   
min (0), max (4)     
   
 
Results for Research Question #14-To what extent have they experienced symptoms of 
posttraumatic stress disorder (PTSD) in the past 30 days? (PC-PTSD-5) 
 
Part XV: Primary Care PTSD Screen for DSM-5 (PC-PTSD-5). The sample’s 
mean rating for experiencing PTSD symptoms was 1.64 (min=0, max=6, SD=1.716) for  
low prevalence of symptoms of PTSD. For example, 28.6% of respondents reported 
being constantly on guard, watchful, or easily startled (n=22).  




Table 18. Primary Care PTSD Screen for DSM-5 (PC-PTSD-5): Past Month PTSD 
Symptoms (N=116) 
 N % 
Mean PTSD symptoms past month (1.64), SD (1.716)   
min (0), max (6)   
1. Have you ever experienced this kind of traumatic event? 
(N=116)   
Yes 77 66.4 
No 39 33.6 
2. In the past month, have you ever had nightmares about the 
traumatic event(s) or thought about the event(s) when you did not 
want to? (N=77)   
Yes 28 36.4 
No 49 63.6 
3. Have you ever tried hard not to think about the traumatic 
event(s) or went out of your way to avoid situations that reminded 
you of the event(s)? (N=77)   
Yes 25 32.5 
No 52 67.5 
4. Have you ever been constantly on guard, watchful, or easily 
startled? (N=77)   
Yes 22 28.6 
 No 55 71.4 
5. Have you ever felt numb or detached from people, activities, or 
your surroundings? (N=77)   
Yes 23 29.9 
No 54 70.1 
6. Have you ever felt guilty or unable to stop blaming yourself or 
others for the traumatic event(s) or any problems the event(s) may 
have caused? (N=77)   
Yes 15 19.5 
No 62 80.5 
    










Results for Research Question #15-To what extent have they experienced symptoms of 
depression and anxiety in the past year—and did they seek out counseling? (R-DAS-3) 
 
Part XVI: Retrospective Depression and Anxiety Scale (R-DAS-3). Some 
59.5% of respondents reported experiencing depression in the past year (n=69), 61.2% of 
indicated anxiety (n=71). Finally, some 38.8% of sought out counseling in the past year 
(n=45).  
See Table 19. 
Table 19. Retrospective Depression and Anxiety Scale (R-DAS-3) (N=117) 
  N % 
1. Do you think you experienced any depression in the past year or 
12 months? (N=116)   
Yes 69 59.5 
No 47 40.5 
2. Do you think you experienced any anxiety in the past year or 12 
months? (N=116)   
Yes 71 61.2 
No 45 38.1 
3. In the past year, did you seek out any kind of counseling or 
advice for any depression and/or anxiety, or other stress? (N=116)   
Yes 45 38.8 
No 59 50.9 
NA (No experience with depression, anxiety, etc.) 12 10.3 
    
 
Results for Research Question #16-To what extent have they experienced 
microaggressions—that seemed related to their being an African-American / Black 
lesbian (or bisexual, queer, etc.)? (REM-WO-6) 
 
Part XVII: Ratings of Experiences of Microaggressions with Others (REM-
WO-6). The Ratings of Experiences of Microaggressions with Others Scale had high 




experiences of microaggressions with others was 1.839 (min=.00, max=4, SD=1.151), or 
low-moderate for closest to at least once for experiencing microaggressions. For the 
question “To what extent have you experienced brief exchanges or brief interactions 
where you felt you were receiving messages that were a put down, denigrating, or 
conveyed something negative?”, 22.6% responded with a few times (n=26) and 19.1% 
responded with many times (n=22). 
See Table 20. 
 
Table 20. Ratings of Experiences of Microaggressions with Others (REM-WO-6) (N=115) 
 
Cronbach’s Alpha (0.929)   
Mean rating of experiences of microaggressions with others (1.839), SD (1.151) 
min (.00), max 4)   
INSTRUCTIONS: Please think about your general life experiences, or overall experiences 
in life in the United states, whether interacting with members of the general public, people in 
work settings, schools, members of your family, or members of the larger society.  
To what extent have you experienced any of the following, and it seemed 
related to your being an older African-American / Black lesbian (or 
bisexual, queer, etc.): 
  N        % 
1. To what extent have you experienced brief exchanges or brief 
interactions where you felt you were receiving messages that were a put 
down, denigrating, or conveyed something negative? (N=115)   
1- Never/not at all 16 13.9 
2- At least once 23 20.0 
3- More than once 28 24.3 
4- A few times 26 22.6 
5- Many times 22 19.1 
2. To what extent have you experienced a verbal attack that was hurtful 
and caused mental or emotional pain, whether this involved name-
calling, or some act of discrimination performed on purpose? (N=115)   
1- Never/not at all 29 25.2 
2- At least once 29 25.2 
3- More than once 27 23.5 
4- A few times 18 15.7 





3. To what extent have you experienced a nonverbal attack, or some behavior that 
was hurtful and caused mental or emotional pain? (N=115) 
1- Never 24 20.9 
1- Never/not at all 33 28.7 
2- At least once 21 18.3 
3- More than once 24 20.9 
4- A few times 13 11.3 
 
4. To what extent have you experienced communication that was insulting, or 
conveyed rudeness and insensitivity, put downs or demeaning language? (N=115) 
1- Never/not at all 20 17.4 
2- At least once 33 28.7 
3- More than once 25 21.7 
4- A few times 23 20.0 
5- Many times 14 12.2 
   
 
Results for Research Question #17-Are there any significant relationships between the 
study dependent/outcome variable of level of satisfaction in life and selected independent 
variables? 
 
These results were examined using both Pearson Correlations and independent t-
test. Results for each are explained below. 
 Independent t-tests Comparing Groups with The Outcome Variable – Higher 
Satisfaction with Life (SWLS-3). In total, eleven groups were compared to the outcome 
variable, thus the Bonferroni Adjustment Significance level (0.05/11=0.005) was p < 
0.005. The following group comparison was significant: 
• When comparing survey respondents with a partner (yes—i.e. who were 
married, had a domestic partner, or living with someone) with a mean=5.67 
(SD=0.981) to those without a partner (no—i.e., who were not married, had 




(SD=1.372), there was a significant difference (t=-3.710, df=114.168, 
p=0.004); those living with a partner had significantly higher satisfaction with 
life (SWLS-3) (p<0.005, Bonferroni Adjustment Significance level). 
See Table 21. 




  N M SD t df P 
If currently married/domestic 
partner/living with someone    
-
3.710 114.168 0.004** 
No 65 4.86 1.37    
Yes 53 5.67 0.98    
If currently self-employed/full-time or 
part-time employed    0.466 116 0.992 
No 28 5.32 1.20    
Yes 90 5.20 1.30    
If currently has biological or non-
biological children    
- 
1.96 116 0.328 
No 52 4.97 1.30    
Yes 66 5.42 1.22    
If anticipates children will be involved in 
future care, or overall care     
- 
2.14 116 0.206 
No 77 5.04 1.30    
Yes 41 5.56 1.15    
If always goes for treatment anyway (even 
if they have concerns) about how they 
might be treated by a healthcare provider 
or within the healthcare system    
-
0.317 114.706 0.031* 
No 62 5.19 1.40    
Yes 56 5.26 1.13    
If currently uses drugs and/or alcohol to 
cope with stress    
- 
0.090 115 0.679 
No 62 5.21 1.33    
Yes 55 5.24 1.22    
 
















If sought counseling or advise in the past 
year for any depression and/or anxiety, or 
other stress 
1.982 114  0.335 
No 71 5.44 1.17    
Yes 45 4.98 1.29    
If had sex with man or woman in the past 
year    
- 
0.941 116 0.469 
No 43 5.08 1.28    
Yes 75 5.31 1.27    
If currently drinks alcohol    
- 
1.123 115 0.575 
No 52 5.08 1.34    
Yes 65 5.35 1.22    
If currently smokes cigarettes    0.962 115 0.658 
No 105 5.26 1.27    
Yes 12 4.89 1.36    
If currently uses drugs    
- 
0.886 115 0.646 
No 85 5.16 1.32    
Yes 32 5.40 1.17    
If experienced depression in past year    4.649 114 0.136 
No 47 5.85 1.04    
Yes 69 4.86 1.19    
If sought out any kind of counseling or 
advice for any depression and/or anxiety, 
or other stress in past year    2.108 109.348 0.049* 
No 45 5.54 1.02    
Yes 71 5.08 1.32    
*p<.05, **p<.01 Bonferroni Adjustment Significance (.05/11, p=.005)  
Note: All p values above .005 are considered non-significant, and only those below  
.005 are considered statistically significant           
 
Pearson’s Correlations. Correlations between 30 independent variables were 






using the Bonferroni Adjustment Significance level (0.05/30, p < 0.002), finding the 
following. Higher Satisfaction with Life (SWLS-3) was associated with: 
• Higher self-rating of mental health (r=0.476, p=.000) 
• Higher rating of care from provider (r=0.285, p=.002) 
• Higher provider sensitivity/CC to being SMW (r=0.406, p=.000) 
• Higher provider sensitivity/CC to being Black (r=0.385, p=.000) 
• Higher SOC for 9 healthy aging behaviors (r=0.460, p=.000) 
• Higher SE for 9 healthy aging behaviors  (r=0.410, p=.000) 
• Higher KNOW for 9 healthy aging behaviors  (r=0.379, p=.000) 
• Higher MOTVN for 9 healthy aging behaviors  (r=0.393, p=.000) 
• Higher harmony in life (r=0.756, p=.000) 
• Higher satisfaction w/sexuality/sex (r=0.299, p=.001) 
• Higher quality of life (r=0.515, p=.000) 
• Lower past month perceived stress (PSS-4) (r=-0.495, p=.000) 
• Lower mental distress (depression/anxiety) (r=-0.311, p=.001) 
• Greater disclosure re: being SMW to provider (r=0.372, p=.000) 
• Higher (LSS-1-item) life satisfaction (r=0.750, p=.000) 
See Table 22. 
 
Table 22. Correlations: Selected Variables and Satisfaction with Life (SWLS-3) 
  
Higher Satisfaction  
with Life (SWLS-3) 
  Pearson’s R P 
Higher age 0.052 0.573 
Lighter (low scores of 1, 2, 3, 4 for -r) skin color -0.008 0.927 
Higher annual household income 0.206 0.027* 
Higher level of education 0.049 0.599 
Higher self-rating of physical health 0.243 0.008** 
Higher self-rating of mental health 0.476 0.000*** 
Higher number of chronic health conditions 0.004 0.962 
Higher rating of overall quality of healthcare 0.264 0.004** 
Higher rating of care from provider 0.285 0.002** 
Lower Body mass index -0.107 0.257 
Higher provider sensitivity/CC to being SMW  0.406 0.000*** 
Higher provider sensitivity/CC to being Black 0.385 0.000*** 
Discrimination for fewer personal characteristics -0.049 0.598 
Higher SOC for 9 healthy aging behaviors 0.460 0.000*** 




Higher KNOW for 9 healthy aging behaviors   0.379 0.000*** 
Higher MOTVN for 9 healthy aging behaviors   0.393 0.000*** 
Higher harmony in life 0.756 0.000*** 
Greater social support/More # people providing it 0.197 0.034* 
Higher satisfaction w/sexuality/sex 0.299 0.001** 
Higher quality of life 0.515 0.000*** 
Lower past month perceived stress (PSS-4) -0.495 0.000*** 
Lower mental distress (depression/anxiety) -0.311 0.001** 
Lower frequency exposure to microaggressions -0.025 0.788 
Lower self-rating of weight -0.143 0.123 
Greater disclosure re: being SMW to provider 0.372 0.000*** 
Provider open to hearing about sexual orientation 0.275 0.003** 
Higher (LSS-1-item) life satisfaction 0.750 0.000*** 
Fewer number of PTSD symptoms past 30 days -0.139 0.136 
Lower risk providing socially desirable responses -0.109 0.239 
*p<.05, **p<.01, ***p<.001 Bonferroni Adjustment Significance (.05/30, p=.002). Note: All p values 
above .002 are considered non-significant; and,  
only those below .002 are considered statistically significant.  
Abbreviations: SMW=Sexual Minority Women; CC= Cultural Competence; SOC=Stages of Change 
Scale; SE=Self-Efficacy Scale; KNOW=Knowledge Scale; MOTVN=Motivation Scale 
 
Results for Research Question #18- What are the significant predictors of the study 
dependent/outcome variable of level of satisfaction in life, given selected independent 
variables, while controlling for social desirability? 
 
Backwards stepwise regression. The main outcome variable of interest was a 
higher Satisfaction with Life (SWLS-3) for older Black lesbian (bisexual, queer) or 
sexual minority minorty (SMW), while controlling for socially desirable responses.  
The following  11 dichotomous variables were selected for inclusion in the model: 
partner (married/domestic partner/living with someone: yes/no); had sex with men or 
women in past year: (yes/no); employed (self/part/full time employed: yes/no); childern 
(biological or nonbiological: yes/no); healthcare adherence (always goes for treatment in 




(yes/no); currently uses drugs (yes/no); uses alcohol/drugs to cope with stress (if ever 
use: yes/no); mental health counseling past year (yes/no).  
The following 27 continuous variables were selected for inclusion in the model: 
participant age; skin color; annual household income; education; rating of physical 
health; rating of mental health; number of chronic health conditions; quality of care; 
quality of provider; body mass index (BMI); rating of health; provider sensitivity to 
sexual orientation; provider sensitivity to race; degree of disclosure of sexual orientation 
to provider; degree to which providers are open to hearing about sexual orientation; 
extent of exposure to discrimination; stage of change for healthy aging; self efficacy for 
healthy aging; knowledge/understanding for healthy aging; hire motivation for healthy  
aging; more harmony in life; more social support; more satisfaction with sex life; higher 
quality of life; more perceived stress; more mental distress; more microaggressions. 
The backwards stepwise regression analysis began with a full model of the 38 
independent variables listed above for this sample (N=118). This study followed a 
backward selection approach outlined by Mantel (1970) when conducting regression 
analysis. It involved identifying and eliminating the least significant variables, when 
running regressions multiple times, until a model in which all independent variables 
remained statistically significant (i.e., p < 0.05) in relation to the outcome variable was 
identified. Specifically, an advantage of the step down regression procedure “is that it 
drops regressor variables” which are “sets of regressor variables, only when it can afford 
to drop them” (Mantel, 1970 p. 624). Babyak (2004) stated the approach’s benefits 




predictors will be retained in the model” (p. 416).  
Findings from the backwards stepwise regression, while controlling for social 
desirability, indicated higher Satisfaction with Life (SWLS-3) was significantly 
predicted by: 
• Higher harmony in life (B=0.714, p=0.000) 
 
• Higher annual household income (B=0.155, p=0.004) 
 
• Higher provider sensitivity/Cultural Competence to their patient being Black 
(B=0.208, p=0.002) 
 
It was found that according to this model, 62.4% of variance was explained 
(R2=0.615, adjusted R2=0.624) by the model. 
 See Table 23. 




Higher harmony in life 0.714 0.065 0.000*** 
Higher annual household income  0.155 0.052 0.004* 
Higher provider sensitivity/CC to being Black  0.208 0.064 0.002* 
*p<.05, **p<.01, ***p<.001 
F=25.483 (p=.000) 
R2 (0.615), Adjusted R2 (0.624) – meaning 62.4% of variance 
was explained by this model. 
Abbreviation: CC=Cultural Competence   
 
Results for Research Question #19- Using a mixed methods approach with several 
open-ended questions, what factors have impacted their life satisfaction? (a) What factors 
have impacted their life satisfaction? (b) What have been the most stressful parts of their 
life experience? (c) How have the coped, bounced back, healed or were resilient? (d) 
What recommendations do they offer for improving the overall life satisfaction of older 
African American lesbians as they age across the lifespan, given their experiences within 





Part XVI: Life Satisfaction, Stress Trauma, Intersectionality, Ways of 
Coping, and Resilience (LS-STI-WOC-R-5).  Three open-ended questions were 
presented to participants (N=118). The emergent themes and direct quotes from each of 
the questions is presented below. 
A: Factors Impacting the Life Satisfaction of Older Black Lesbians/Sexual 
Minority Women (SMW). The analysis of qualitative data gave rise to two categories 
with 14 emergent themes, as the following quotes illustrate, below:  
Category I- Positive Factors Contributing to Life Satisfaction 
 
C-I-Theme 1: Having friends and belonging to a community  
• “A circle of like-minded older Black/African American women, 
many of whom are lesbian or bisexual.” 
• “A strong core group of like-minded friends” 
• “My life satisfaction improved as I became more self-identified 
and surrounded myself with a supportive Lesbian affirming 
community.” 
• “Having a strong inner circle.” 
• “Deep roots: I’ve been part of the same lesbian of color 
community for 30+ years.” 
•  “Having a community…” 
C-I-Theme 2: Enjoying love (sex). loving support from partners and family, 
and enjoying children 
• “I have a loving, respectful relationship with my partner, children, 
grandchildren, family, and friends. I am deeply satisfied with my 
life.” 
• “…falling in love" as a young teen, and subsequently continuing to 
have that person in my life is a huge factor.” 
• “a long-term relationship (23 years)” 
• “Good sex” 
• “…the support of my family and their welcome of my partner into 
the family.” 
•  “Strong familial support and acceptance” 
• “A strong mother. I grew up in a lesbian household. I learned by 
example how to be a strong, proud, independent black woman. I 
had a wonderful childhood and would do every second of it all 




do whatever you want in this world ...just don’t hurt anybody”. I 
proceeded to do just that!” 
• “Knowing 2 NON-biological children may care FOR ME as I age” 
• “Being a grandmother” 
C-I-Theme 3: Achieving self-acceptance and feeling acceptance  
• “I realized innately, (and early on), that my sexual orientation was 
both beautiful and taboo. My resolve to live authentically in this 
dual existence fortified me, and the strength empowered me to 
seek and obtain satisfaction. Five decades later, I stride through life 
as a lesbian, hardly wary or worried about societal opines.” 
• “…the acceptance of others I love impacts my level of 
satisfaction.” 
•  “Being able to be accepted by my friends and family. Gay, straight 
and my white friends.” 
• “Coming to terms with who I am in all aspects of my life. Being 
strong and resilient.” 
•  “Feeling comfortable with my identities” 
• “[Having a community] that accepts me for who I am is key to my 
life satisfaction.” 
C-I-Theme 4: Benefitting from sufficient financial resources 
• “My financial freedom with limited resources is impacting my 
ability to do certain things.” 
• “Ability to earn and save for retirement.” 
• Being able to take care of myself financially. Able to make good 
decisions with my money and investments. This will allow me to 
retire early and get out of the normal work environment” 
• “Having high income.” 
C-I-Theme 5: Enjoying outward, artistic and joyful expression 
• “Artistic expression.” 
• “…still being me, enjoying music, art, laughter and excited for the 
future.” 
• “…my hobbies and abilities” 
• “My sense of humor…” 
• “I am [a]… singer, a dang good cook, and speaker/storyteller.” 
• “Having the opportunity to write and be involved in creative 
arts/theater and film production has giving me a great deal of 
satisfaction. All of my writings pertain to real life. i.e. queen, 









C-I-Theme 6: Benefitting from satisfying work, advocacy, and mentoring 
• “My work, volunteer, mentoring and otherwise provides immense 
satisfaction.” 
• “A very queer friendly workplace and neighborhood.” 
• “I am an activist in the LGBTQIA community…’ 
C-I-Theme 7: Having Health Insurance and Maintaining Good Health 
• “Having excellent health insurance.” 
• “My ONLY concerns have always been medical needs so I have 
attempted to stay HEALTHY to keep illness away” 
 
Category II- Negative Factors Detracting from Life Satisfaction 
 
C-II-Theme 1: Experiencing systemic racism, homophobia, ageism, 
discrimination, and related microaggressions 
• “I have often felt judged by white medical providers due to my 
physical size, being a large woman. I have even been told that I 
was going to die because of my weight by a white male doctor 
without any medical basis. Mistreatment by the medical 
community is frequent, especially if it’s not my primary care 
provider.” 
• “Workplace exclusion and micro aggressions.” 
•  “I’m retired Army, so, I’ve experienced discriminatory behavior 
as a Black woman and lesbian throughout my years of Service… 
even the most liberal, progressive thinking person in the US 
discriminates… After 61 yrs on this earth, we have learned to 
assimilate. The entire US system discriminates against anyone who 
isn’t Caucasian.” 
•  “confronting prejudice” 
•  “homophobia, internalized and systemic, ageism, colorism-I am 
dark skinned.” 
• “Homophobia, microaggressions, covert and overt racism, sexism, 
ageism, financial instability.” 
C-II-Theme 2: Lacking a partner, intimacy, sexual satisfaction, and a 
supportive community  
• “Being alone.” 
• “I find it difficult to find my space in this new age of dating.” 
• “Definitely miss having easier access to sex partners. As I become 
older I am less likely to congregate in ways that make it likely that 
I will meet someone that way (Covid notwithstanding).” 
• “Feeling like love or real love has passed me by....” 
• “Failed relationships” 
• “Having ended a long-term relationship and the ability to find a 




• “Death of several friends and family members.” 
• “Lack of consistent community, communication with older, black 
lesbians.” 
C-II-Theme 3: Dealing with health challenges, physical disabilities, obesity, 
pain 
• “My health challenges & over all physical disabilities have been 
extremely challenging…” 
• “Aches and pains in parts of my body.” 
• “Health issues - Chronic radiation-induced Peripheral Neuropathy” 
• “My weight I think has kept me from being as sociable as I want to 
be and meet someone.” 
• “…obesity…” 
C-II-Theme 4: Having a negative self-image or being impacted by reactions 
to one’s appearance 
• “…poor self-image” 
• “Mostly my self-image perception as an older person.” 
• “As Transgendered folks are gaining more attention...due to my 
appearance...I am automatically being labelled a Transman. I really 
don’t like labels but seem to fall into a sub category not Trans but 
looked at as more than just Lesbian” 
• “Being an out butch lesbian and walking the world has been tough 
at times. Various energies such as male and even straight women 
sometimes have been triggering.” 
C-II-Theme 5: Lacking places to socialize  
• “Lack of places to socialize. The problem with not having anyone 
around to identify with involving age, sexuality and maturity.” 
• “I’ve had great difficulties getting to groups I may want to 
participate in. Since the pandemic & the increased use of Zoom, I 
have been able to choose what I want to participate in & be 
present.” 
C-II-Theme 6: Lacking sufficient financial resources 
• “Dreading retirement because of fear of not having enough 
money.” 
•  “Unpayable student debt; insufficient retirement savings; lack of 
wealth; historically underemployed and underpaid” 
 










Table 24. Factors Impacting Life Satisfaction for Older Black Lesbians/SMW 
_____________________________________________________________ 
 
The Emergent Two Categories and 13 Themes 
 
Category I- Positive Factors Contributing to Life Satisfaction 
C-I-Theme 1: Having friends and belonging to a community  
C-I-Theme 2: Enjoying love (sex). loving support from partners and family, and 
enjoying children 
C-I-Theme 3: Achieving self-acceptance and feeling acceptance  
C-I-Theme 4: Benefitting from sufficient financial resources 
C-I-Theme 5: Enjoying outward, artistic and joyful expression 
C-I-Theme 6: Benefitting from satisfying work, advocacy, and mentoring 
C-I-Theme 7: Having Health Insurance and Maintaining Good Health 
 
Category II- Negative Factors Detracting from Life Satisfaction 
C-II-Theme 1: Experiencing systemic racism, homophobia, ageism, 
discrimination, and related microaggressions 
C-II-Theme 2: Lacking a partner, intimacy, sexual satisfaction, and a supportive 
community  
C-II-Theme 3: Dealing with health challenges, physical disabilities, obesity, pain 
C-II-Theme 4: Having a negative self-image or being impacted by reactions to 
one’s appearance 
C-II-Theme 5: Lacking places to socialize  
C-II-Theme 6: Lacking sufficient financial resources 
______________________________________________________________________ 
 
B: Most Stressful Parts of Their Life Experience as Older Black 
Lesbians/SMW. The analysis of qualitative data gave rise to two categories 
encompassing 9 emergent themes, as shown below, including illustrative quotes: 
Category I: Societal Sources of Stress—Impacts from the External World 
 
C-I-Theme 1: Coping with stress from the prior administration, rise in white 
supremacy and hate, and COVID-19 pandemic 
• “The last four years under a white supremacist, homophobic 
administration was horrible and the stress of it - and combating it 
contributed to me having a stroke.” 
• “Anxiety as a masculine resenting black queer in Trumpworld.” 
• “As a 50-year-old black lesbian it’s been extremely hard especially 
during the era of the Trump campaign some people feel as if they can 




• “The only thing that affects my overall stress is the pandemic and all 
the limitations it brings.”  
• “There’s this whole pandemic that isn’t just about being Black and 
older, but I do experience anxiety knowing the impact that COVID and 
our crappy health care sector has had on those two groups.” 
• “This past year has been really difficult!”  
• “Family drama during the pandemic.” 
• “My mom passed the Sunday before Mother’s Day 2020 5/3. She was 
in a nursing home & I hadn’t seen her in 2 months because of COVID-
19.” 
C-I-Theme 2: Dealing with the stress of societal categories and heterosexism 
• “Most stressful has been not allowing others to put me in a box 
because of any of my identities.”  
• “The most stressful part of my life is not living fully-I have to work, 
and most working environments are hetero-normed…” 
• “The most stressful thing about being a "MIL" is operating in a world 
where I don’t fall into the typical heterosexual ideal of what a man & a 
woman should be capable of. If I’ve heard it once, I’ve heard it a 
million, "Don’t do that...let one of these young men do it!" I’ve never 
been one to wait on anyone to do anything.... that I am capable of 
doing myself. It sometimes intimidates hetero woman and pisses off 
(or challenges hetero men). This has been an ongoing issue 
professionally.”  
C-I-Theme 3: Dealing with the stress of “being the only one,” closeted, 
revealing one’s identity—and, living at the intersection of multiple 
stigmatized identities 
• “Work stress: being the only, or one of a few Black people in PWIs; 
Being the only or one of a few fat people; being the only, or one of a 
few queer people: being the only all of the above.” 
• “…GAY and BLACK is too much to bear. The lack of 
acknowledgement of contributions as an old, black, woman.”  
• “As I began presenting myself as a masculine of center person, my 
career path was challenged.” 
• “My job is not supportive of my lifestyle and I have to keep it secret 
for the most part.”  
C-I-Theme 4: Coping with the stress of inequality, disrespect, homophobia, 
ageism, and discrimination 
• “The most frustrating for me has been inequality.  
• “Medical staff talking down to me.” 
• “How the Black Churches have treated LGBTQ Folks. Discrimination 
in employment situations.”  




• “Experiences as an older African American mostly due to disrespect 
from White neighbors & younger kids. I live in a mostly now white 
neighborhood in Atlanta. I think they believe I’m renting rather than 
being a Home Owner...I can see reaction on faces when I inform them 
I’m the home owner.” 
• “I have experienced the realization that I am no longer being hired to 
do the work I am qualified to do but am not young and pretty enough 
to.”  
• “I got fired for the first time ever when I was 64 - from my 
perspective: age, race, gender got me fired.” 
• “Discrimination in the workplace and [not being accepted by my 
family] have been the two toughest things to deal with in my life.” 
 
Category II:  Personal Concerns as Sources of Stress—One’s Internal World 
 
C-II-Theme 1: Coping with the stress of aging, health challenges, physical 
disabilities, and pain 
• “Sometimes being old, less than perfect physical health…”  
• “Having to pay attention to the health issues getting older; 
hypertension, colorectal screenings, losing my eyesight.” 
• “Losing physical strength and stamina. I had always enjoyed being 
physically strong and active. Joint pain has compromised my ability to 
ride my bicycle or work out as much as I use to.” 
• “Health has been the most stressful. Body changes, keeping up with 
health needs and appointments and screenings. I have had a health 
crisis that ended in a hysterectomy, cancer scares, joint pain... it’s a 
lot!” 
• “My health issues have become major. I have Lupus, Sjogren’s 
Syndrome, Asthma, Diabetes, PTSD, Major Depression & many 
others. I have had 5 surgeries beginning August 28, 2020. I was 
brought back to life a few times.” It was and is a hard recovery/bounce 
back.” 
• “Honestly, the most stressful part of aging at the moment is changes to 
my body. I have arthritis in one knee and life in a four-floor walkup. 
It’s frustrating to not be able to do the things I used to do without 
stiffness or pain.”  
• “Chronic pain prior to 50 now more intense and limiting.” 
• “Having experienced major depression and the continued battle to 
remain free of it.” 
• “Having to have surgeries with regard to hips, knees have sometimes 






C-II-Theme 2: Coping with having stressful relationships  
• “Raising GRAND children.” 
• “Right now, my son continues to be my biggest stressor. I love him, 
but I do not like him at all.” 
• “One of the most stressful parts was being a black lesbian is being in a 
relationship with a person who has an identity issue.” 
• “Several failed relationships; and especially the last one that I have 
tried to make work for approximately three years, until about 9 months 
ago.” 
• “Most stressful has been my marriage.” 
• “Being called to take care of aging parents and in some cases losing a 
parent” 
• “Caring for aging parents.” 
C-II-Theme 3: Coping with not having a partner, children, friends, and 
community 
• “Getting older and wanting to marry.” 
• “How ostracizing it can be — even for lesbian women among other 
lesbian women — to not have had any children. It continues to be a 
struggle.” 
• “Not having friends easily accessible to me physically due to their 
residing in other cities, their health and/or their needs to help care for 
elderly parents or other relatives.”  
C-II-Theme 4: Experiencing a lack of family acceptance and homophobia 
• ‘…not being accepted by my family…” 
• “The hardest part is definitely my family and my GF family. We are 
tolerated but not embraced. I am afraid that we will never marry, even 
at 51, with successful careers, home ownership etc. because of my 
partner’s family influence.” 
C-II-Theme 5: Coping with stress related to aging, future housing, and one’s 
mortality 
• … I stress about retirement. I stress about living in a world that 
requires me to double-check where I will live, not only as a lesbian, 
but as an older, black lesbian. I stress about my mortality, and the toll 
that all this stressing takes.” 
 











Table 25. Most Stressful Parts of Their Life Experience as Older Black Lesbians/SMW 
______________________________________________________________________ 
 
The Emergent Two Categories and 9 Themes 
 
Category I: Societal Sources of Stress—Impacts from the External World 
C-I-Theme 1: Coping with stress from the prior administration, rise in white 
supremacy and hate, and COVID-19 pandemic 
C-I-Theme 2: Dealing with the stress of societal categories and heterosexism 
C-I-Theme 3: Dealing with the stress of “being the only one,” closeted, revealing 
one’s identity—and, living at the intersection of multiple stigmatized identities 
C-I-Theme 4: Coping with the stress of inequality, disrespect, homophobia, ageism, 
and discrimination 
 
Category II:  Personal Concerns as Sources of Stress—One’s Internal World 
C-II-Theme 1: Coping with the stress of aging, health challenges, physical 
disabilities, and pain 
C-II-Theme 2: Coping with having stressful relationships  
C-II-Theme 3: Coping with not having a partner, children, friends, and community 
C-II-Theme 4: Experiencing a lack of family acceptance and homophobia 




 C: How the Older Black Lesbians/SMW Coped, Bounced Back, Healed or 
Were Resilient in Response to Stress. The qualitative data gave rise to the following 
emergent two Categories and 5 themes, as per the illustrative quotes: 
Category I- Ways of Coping 
 
C-I-Theme 1: Coping by seeking out networks of support  
• “It takes a village.” 
• “I cope with the support of my partner and family. I can talk to them 
about these things and listen to their advice.” 
• “I have overcome these things by surrounding myself with an LGBTQ 
family that supports me.”  









C-I-Theme 2: Coping by receiving mental health counseling 
• “I started therapy & speak weekly or every other week with a 
Therapist since she passed.” 
• “I have been in counseling for over a year once a week.” 
• “I am in counseling now to deal with the heavy bout of depression that 
I was dealing with that was making it difficult for me to get my work 
done, and causing me to strike out at members of my family, and some 
of my clients.” 
• “I received very good mental health care and am still under the care of 
a health care provider for my mental health. My depression is now 
controlled with prescription drugs and I am much healthier.” 
C-I-Theme 3: Coping with faith and by engaging in meditation and prayer  
• “I’ve coped through my faith in God, and His love for me and His 
grace and mercy. His love for me has shown me that I’m The Kings’ 
kid; and He got me.” 
• “I am bouncing back by meditation and praying.” 
• “I have many activities I am able to engage in, I meditate and realize 
that others have lives and see them as I can...” 
• My Faith in God has brought me through it all.” 
 
Category II- Evidence of Resilience 
 
C-II-Theme 1: Achieving and manifesting empowerment, confidence, and the 
ability to speak up for one’s self and for justice  
• “I have also increased my resiliency by learning to tap into my inner 
power.” 
• “It’s taken a while but my confidence has come from years of 
reflection and despite some anxiety and depression (mostly pandemic 
related), [I really like who I am as a person now.] I’m raising excellent 
kids, who are great students with good hearts, and have a crazy 
successful career. I am accepted and loved in all aspects of my life 
except most of my family, and I’ve come to believe it is their loss.” 
• “I will not stand for this disrespect. I will stand up for myself. I have 
lost jobs. I have been suspended because I will not let anyone miss 
treat me because of the color of my skin or the preference of my 
sexuality.” 
• “I speak up about it, and keep pushing on.” 
• “Part of my activism has included being a part of a commission on the 
needs of LGBTQIA Elder Caregivers, my focus was on our BIPOC 
communities. My entire life has taught me resilience, truth-telling and 




• “It has taken a decade of being consistent and remaining confident in 
myself that has finally allowed stability in institutions that previously 
shunned me.” 
• “It took some time to cope with each but I evolved into a person who 
respectfully stood my ground.” 
C-II-Theme 2: Being one’s authentic self—without hiding 
• “Making it clear that I am a sum of all my parts - unapologetically. 
Has cost me opportunities but also opened doors.” 
• “I remain steadfast in pushing to being me always.” 
• “I have decided to seek other employment where I can be myself and 
not hide my marriage.” 
• “…I really like who I am as a person now…” 
 
See Table 26. 
 
Table 26. How the Older Black Lesbians/SMW Coped, Bounced Back, Healed or Were 
Resilient in Response to Stress 
________________________________________________________________________ 
 
The Emergent Two Categories and 9 Themes 
 
Category I- Ways of Coping 
C-I-Theme 1: Coping by seeking out networks of support  
C-I-Theme 2: Coping by receiving mental health counseling 
C-I-Theme 3: Coping with faith and by engaging in meditation and prayer  
 
Category II- Evidence of Resilience 
C-II-Theme 1: Achieving and manifesting empowerment, confidence, and the ability   
to speak up for one’s self and for justice  
C-II-Theme 2: Being one’s authentic self—without hiding 
________________________________________________________________________ 
 
D: Recommendations for Improving the Overall Life Satisfaction of Older 
Black Lesbians as They Age Across the Lifespan. The analysis of the qualitative data 








Category I- What Society Needs to Do to Improve Our Lives 
 
C-I-Theme 1: Achieving a major cultural shift with societal-wide acceptance 
and integration of sexual minorities into mainstream life 
• “…a major cultural shift in society.” 
• “Having been invited, openly and honestly to sit at the table. And have 
our own levels of lifestyle and views accepted by the majority.” 
• “Just to be allowed to be themselves without all the harsh judgment.” 
• “Acceptance and visibility.” 
• “Acceptance. We all are different. We are all human. Our differences 
should not marginalize us. If we could spread love, it would be 
helpful.” 
• “A fully integrated system which accounts for the sexual diversity.” 
• “I think we should all move to the same neighborhood. It would force 
people like health care people to see us. Imagine black lesbian after 
black lesbian walking into the clinic. They’d have to start seeing us.” 
C-I-Theme 2: Creating safe, supportive, accessible and affordable housing, 
including communal housing tailored to meet the needs of the retired and 
aging LGBTQ+ community 
• “Affirming housing co-ops.” 
• “Access to lgbtq housing communities.” 
• “Affordable housing.” 
• “National registry of LGBTQ retirements communities.” 
• “Places to live in nonhomophobic communities that are supportive of 
seniors.” 
• “One place for improvement is to have multiple community housing 
that respects our lifestyle. Embraces it and encourages a secure living 
arrangements in places or neighborhoods where we feel comfortable.” 
C-I-Theme 3: Instituting strong anti-discrimination policies and legislation 
with real enforcement  
• “…strengthened anti-discrimination policies with real enforcement 
power…” 
• “Better laws to protect us.” 
• “More inclusion in policy making that affects African American 
lesbians and gays.” 
• “Ending ageism.” 
C-I-Theme 4: Providing societal-wide training and education for a cultural 
shift toward equity 
• “A lot of racial equity and LGBTQ+ cultural humanity training is 
needed…” 






Category II: What the Healthcare System and All Institutions Need to Do to 
Improve Our Lives 
 
C-II-Theme 1: Delivering education and training for providers so they are 
caring, competent and informed to work with LGBTQ+ patients 
• “…Additionally, greater education for healthcare providers 
everywhere on what our specific needs are, and how they may be 
unique to our population, will also help…” 
• “Better trained healthcare professionals who were aware of health 
issues that affect queer people, particularly the transgender 
community.” 
• “…health care with doctors who care! who SEE us! who understand 
us.” 
• “…health care with doctors who care! who SEE us! who understand 
us.” 
• “Access to informed healthcare practitioners.” 
• “Having a health care provider remembering I have a vagina at 65.” 
• “Train the professionals better. When they know better, maybe they 
will do better.” 
• “Being listened to and respected. It’s very simple. When we say that 
something is wrong, believe us.” 
• …We aren’t generally whiners and, as such, often get overlooked by 
health professionals who are only too happy to dismiss us or allow us 
to downplay our own health concerns, even well meaning health 
professionals. Taking extra time and care to help us drill down and 
learn how to talk about, take seriously and monitor our health concerns 
would really help. I think we are loathe of being "squeaky wheels" and 
because of this, fall through the cracks.” 
C-II-Theme 2: Prioritizing training LGBTQ+ medical providers to permit 
provider-patient concordance (i.e., sharing the same orientation/identity) 
•  “I would like to see resources targeted for our sexual orientation. Not 
simply "Women’s Health" type clinics... but I would prefer 
Practitioners and Professionals that are part of the LGBTQ community 
too.” 
• “A national directory of healthcare providers that are LGBTQ or are 
open and welcoming.” 
• “More doctors who are LGBTQI/GNC/GNB.” 
C-II-Theme 3: Forging Systemic change in the healthcare system and all 
institutions so they are affirming and competent to work with LGBTQ+ 
patients 
• “More healthcare systems and other institutions that are intentional 
about affirming and addressing the needs of older African American 




• “… there being welcoming and loving systems and institutions that are 
created by people outside of our community.” 
C-II-Theme 4: Ensuring access to free or low-cost quality healthcare, 
dentalcare, and mental health care (i.e. individual and group counseling, 
support groups) 
• “Really good affordable health care…” 
• “Access to affordable healthcare including dental.” 
• “Free or low-cost individual and group counseling/support groups.” 
C-II-Theme 5: Ensuring access to LGBTQ+ affirming quality nursing home 
and long-term care  
• “…Access to affirming care, affirming long-term care options.” 
• “Training skill nursing homes staff.” 
 
Category III: What We Can Do to Improve Our Lives 
 
C-III-Theme 1: Making sure one has an affirming, active, and supportive 
multi-generational community 
• “A community of support, affirming women.” 
• “Having physical support of others make yourself.” 
• “I believe in Supports and mutual embracing of one another as we 
cross paths! Individually, we should strive to do Our Part to bring 
positivity to each other’s Lives s When and where we can!” 
• “More community support groups and activities…” 
• “More connections with one another.” 
• “Being around like minded people.” 
• “The older you get the less community you have an opportunity to 
build creating spaces for middle-age to older women is critical 
especially as we live through a time where there’s a lot more isolation. 
Having the opportunity to connect intergenerational is also important.” 
• “Try to find like-minded people/communities of lesbians who are 
supportive and multigenerational.” 
C-III-Theme 2: Engaging in self-determination to create what we need by 
drawing on our community, competencies, autonomy, and assets 
• “I feel black lesbians as a whole, are used to doing things and taking 
care of things ourselves. 
• “Opportunities to provide ourselves what we need.”  
• “Having systems, institutions, and resources that prevent us from 








C-III-Theme 3: Being open and honest with your provider—and changing 
providers when needed 
• “A whole lot more open and honest communication is sorely needed.” 
• “Being open and honest with your provider. If they can’t give proper 
care after that then find a new one.” 
C-III-Theme 4: Engaging in preventative healthcare and seeking healthcare  
• “Healthcare for aging: mobility, diet, preventative healthcare.” 
 
 See Table 27. 
 
Table 27. Recommendations for Improving the Overall Life Satisfaction of Older Black 
Lesbians/SMW as They Age Across the Lifespan 
______________________________________________________________________ 
 
The Emergent Three Categories and 13 Themes 
 
Category I- What Society Needs to Do to Improve Our Lives 
C-I-Theme 1: Achieving a major cultural shift with societal-wide acceptance and 
integration of sexual minorities into mainstream life 
C-I-Theme 2: Creating safe, supportive, accessible and affordable housing, including 
communal housing tailored to meet the needs of the retired and aging LGBTQ+ 
community 
C-I-Theme 3: Instituting strong anti-discrimination policies and legislation with real 
enforcement  
C-I-Theme 4: Providing societal-wide training and education for a cultural shift 
toward equity 
 
Category II: What the Healthcare System and All Institutions Need to Do to 
Improve Our Lives 
C-II-Theme 1: Delivering education and training for providers so they are caring, 
competent and informed to work with LGBTQ+ patients 
C-II-Theme 2: Prioritizing training LGBTQ+ medical providers to permit provider-
patient concordance (i.e., sharing the same orientation/identity) 
C-II-Theme 3: Forging Systemic change in the healthcare system and all institutions 
so they are affirming and competent to work with LGBTQ+ patients 
C-II-Theme 4: Ensuring access to free or low-cost quality healthcare, dentalcare, and 
mental health care (i.e. individual and group counseling, support groups) 
C-II-Theme 5: Ensuring access to LGBTQ+ affirming quality nursing home and long-









Category III: What We Can Do to Improve Our Lives 
C-III-Theme 1: Making sure one has an affirming, active, and supportive multi-
generational community 
C-III-Theme 2: Engaging in self-determination to create what we need by drawing on 
our community, competencies, autonomy, and assets 
C-III-Theme 3: Being open and honest with your provider—and changing providers 
when needed 




 In this chapter, the results of the data analysis were presented in the order of the 
research questions. The quantitative results of the study were first presented and 
summarized, including the use of tables. Next, the qualitative results were presented with 
emergent themes (including tables for each research question that highlighted the 
emergent themes). The next chapter, Chapter V, will present the conclusion of the study 
and will also include a discussion of results with implications of the findings, as well as 








SUMMARY, DISCSUSSION, IMPLICATIONS, RECOMMENDATIONS, AND  
CONCLUSION 
This chapter will provide a summary and discussion of the dissertation research. 
The chapter also presents the implications of the findings and recommendations for future 
research. The chapter will also discuss the limitations of this research and present a final  
conclusion.  
Summary of the Literature Review 
Lesbian, gay, bisexual, and transgender (LGBT) older adults have been described 
as a “health disparate population” (Correro & Nielson, 2020, p. 3). Unlike their 
heterosexual peers, in addition to coping with chronic health conditions, loss of 
independence, postretirement financial challenges, social isolation, and ageism that are 
often associated with the aging process, they have contended with unique “social bias and 
stigma pertaining to their sexual orientation or gender identity” (Hash & Morrow, 2019, 
p. 2). For example, in the United States, LGBT older adults aged in an era when same-sex 
intimacy was considered deviant and illegal; thus, hiding sexual orientation or gender 
identity status from one’s family and community was a common, protective act (Johnson, 
2009; Morrow, 2001).   
Nelson and Andel (2020) used data from the Health and Retirement study to 




among a sample of 3,574 heterosexual and 420 LGBT (64 SMW) adults aged 50 years or 
older (p.3). They found lesbian, gay, and bisexual (LGB) individuals were “two times 
more likely to have ever experienced depression” in comparison to their heterosexual 
peers (p. 6). 
Stein et al. (2020) conducted an online survey among 865 hospice and palliative 
care providers, including physicians, social workers, nurses, and chaplains, which 
explored “inadequate, disrespectful, and abusive care to patients and family due to sexual 
orientation or gender identity” (p. 1). They found LGBT patients and their families were 
more likely to have received discriminatory health care than their heterosexual peers. 
Specifically, most respondents felt LGB patients had experienced discrimination (53.6%) 
and delayed care due to a fear of discrimination (89.7%).  
Lesbian and other sexual minority women (SMW) reported worse global ratings 
of physical health than did men or their heterosexual counterparts (Fredriksen-Goldsen et 
al., 2017). They are more likely to be overweight or obese, experience higher rates of 
asthma, and to have arthritis (Simoni et al., 2017). Further, they are less likely to undergo 
routine care screenings (Blosnich et al., 2014).  
In an examination of 25,885 adults who completed the National Health Interview 
Survey (NHIS), Dahlhamer et al. (2016) found lesbians were more likely to lack health 
insurance, not have a regular care provider, experience difficulty finding a care provider, 
and delay or “not receive care because of cost” in comparison to their heterosexual 




among a sample of 1,048 lesbian identified women aged 18 to 35 years and found 
experiencing heightened levels of discrimination was associated with feelings of rejection 
and stereotyping.  
Utsey et al. (2002) found African American adults aged 55 to 93 years 
experienced chronic race-related stress, which was associated with a prolonged exposure 
to housing, education, employment, health care, and public policy discrimination. 
Broman (1997) found life satisfaction among African Americans was negatively affected 
by their experiences with racial discrimination. 
Warner and Brown (2011) examined “how race/ethnicity and gender jointly and 
simultaneously” determined the “age-trajectories of disability” for 8,701 older adults who 
self-identified as White, Black, and Mexican American (p. 1237). They used data drawn 
from the 1994-2006 US Health and Retirement Study (HRS) to explore whether 
“socioeconomic inequality experienced by racial/ethnic/gender minorities would explain 
racial/ethnic/gender disparities” using both life course and intersectionality perspectives 
(p. 1239). Findings indicated Black women had greater functional limitations at baseline, 
were more likely to be obese, “accumulate functional limitations more rapidly,” and 
experienced greater disability at younger ages in comparison to other groups (p. 1244).  
A study conducted by Dibble et al. (2012) found African American lesbians aged 
22 to 79 may delay seeking health care treatment due to “the fear of discrimination based 
on their sexual orientation, race, and size” (Dibble et al., 2012, p. 834). Battle et al. 
(2015) found a lifetime of experiencing homophobia to be associated with Black lesbians 




Katz-Wise and Hyde (2012) conducted a meta-analysis of 386 studies occurring 
between 1992 and 2009 to “determine the prevalence and types of victimization 
experienced by lesbian, gay, and bisexual (LGB) individuals” (p. 142). Findings 
indicated that 9% of respondents had experienced housing discrimination, which was 
greater than their heterosexual peers. Similarly, Herek (2009) found that 11.2% of LGB 
respondents had experienced housing discrimination, employment discrimination, or both 
in a study with 719 individuals (86%) who completed a questionnaire in 2005.  
Numerous frameworks and theories also provide a framework for the present research 
study on satisfaction with life among older black lesbians: i.e., the construct of 
intersectionality (Crenshaw, 1990); cultural humility/cultural competence (Tervalon & 
Garcia, (2017); cultural humility (Hook et al., 2013); structural competency (Metzl & 
Roberts (2014); Metzl & Hansen (2014); minority stress (Meyer, (1995); and cumulative  
inequality theory (Ferraro et al., 2009). 
Summary of the Statement of the Problem 
The problem this study aims to address is the need to identify factors related to 
Satisfaction with Life with a sample of older (age 50 and above) African American/ 
Black lesbians (or bisexual, queer, etc.). This is important in order to be able to create 










Summary of Purpose and Objectives 
This study aims to gather data about the factors associated with satisfaction in life 
among older African American/ Black lesbians (or bisexual, queer, etc.) age 50 and 
above. More specifically, the purpose of this study is to identify significant predictors of 
a high satisfaction with life (i.e. Part VII: The Abbreviated Version of the Satisfaction 
with Life Scale [SWLS-3]), as the study outcome variable, while controlling for social  
desirability and including independent variables  
Summary of the Research Questions 
  Given a sample (n=118) of African American/ Black lesbians (or bisexual, queer, 
etc.) age 50 and above who responded to a social marketing campaign (i.e., “To take a 
survey on Black lesbians’ life satisfaction for a chance to win 1 of 3 $100 Amazon.com 
gift certificates, please click here, i.e., https://tinyurl.com/INVITING-BLACK-
LESBIANS”) and complete an online survey, this mixed-methods study sought to 
investigate the following:  
1-using descriptive statistics, describe the study sample’s characteristics. 
 
2-using inferential statistics (i.e., Pearson correlation, independent t-tests), 
determine relationships between selected demographics (e.g., age, income, 
education) and various continuous and dichotomous study independent variables 
(i.e., derived from the survey Parts) with the study outcome variable of 
Satisfaction with Life (SWLS-3). 
 
3-using backward stepwise regression, while controlling for social desirability,  
identify the significant predictors of the study outcome variable of Satisfaction  





4-using qualitative data analysis, identify categories and emergent themes arising 
from open-ended questions:  (a) What factors have impacted their life satisfaction? 
(b) What have been the most stressful parts of their life experience? (c) How have 
the coped, bounced back, healed or were resilient? (d) What recommendations do 
they offer for improving the overall life satisfaction of older African American 
lesbians as they age across the lifespan, given their experiences within the  
healthcare system, other institutions, and the larger society? 
Summary of Anticipated Findings 
It was anticipated that significant predictors of a higher level of Satisfaction with 
Life (SWLS-3) would be: lower their age; having a partner; higher income; higher level 
of education; having children; anticipating children would be involved in future care; 
lower number of chronic health conditions/health issues; higher rating of physical health 
status; higher rating of mental/emotional health status; lower BMI; higher rating of 
quality of overall medical care; higher rating for providers’ sensitivity/cultural 
competence for treating them same as Black women; higher rating for providers’ 
sensitivity/cultural competence for treating them same as sexual minority women; higher 
perseverance/adherence to receiving medical care despite any concerns about how they 
might be treated; higher stage of change (SOC) for performing the 9 key behaviors for 
healthy aging; higher self-efficacy (SE) for performing the 9 key behaviors for healthy 
aging; higher knowledge for performing the 9 key behaviors for healthy aging; higher 
motivation for performing the 9 key behaviors for healthy aging; higher harmony in life 
(balance); lower perception of stress in their lives in the past 30 days; higher perceived 
social support; less symptoms of PTSD; less depression past year; less anxiety past year; 




Summary of the Research Sample and Procedures 
This online investigation used a convenience sample (N=118) recruited using a 
social marketing campaign. The social marketing campaign involved the use of social 
media, including posts on websites, twitter, text messaging, and email list serves. The 
social marketing campaign also relied on snowballing, which occurred as study 
participants informed others of the study opportunity. The campaign included spreading 
the word about the study incentive, as shown below, via the central message of the 
campaign:  
To take a survey on Black lesbians’ life satisfaction for a chance to win 1 of 3 
$100 Amazon.com gift certificates, please click here,  
i.e., https://tinyurl.com/INVITING-BLACK-LESBIANS 
Summary of the Research Instrumentation 
The study measure, the Older Black Lesbians’ Life Satisfaction Survey (for those 
age 50 and above) (OBLLSS), had multiple Parts, including many tools used in prior 
studies within the published literature, and other parts frequently used by the Research 
Group on Disparities in Research (RGDH), and some original tools created for first time 
use in this study. The survey parts included:  
• Part I: Basic Demographics (BD-15) 
• Part II: Motherhood, Co-Parent, and Any Anticipated Future Care by a Child 
Scale (MC-AAFCBC-S-4) 
• Part III: Single Item Rating of Risk of Providing Socially Desirable Responses 
(SIR-RPSDR-1) 
• Part IV: Personal Health Background (PHB-10) 




• Part VI: Stages of Change, Self-Efficacy, Knowledge, and Motivation for 
Performing 9 Behaviors for Healthy Aging (SOC-SE-K-M-P9BFHA-9) 
• Part VII: The Abbreviated Version of the Satisfaction with Life Scale (SWLS-
3) 
• Part VIII: Life Satisfaction Scale (LSS-1) 
• Part IX: The Harmony in Life Scale (HLS-3) 
• Part X: Satisfaction with Sex and Sexuality Past Year (SSS-PY-1)  
• Part XI: Rating Your Quality of Life Scale (RYQOL-S-1) 
• Part XII: Perceived Stress Scale (PSS-4) 
• Part XIII: Alcohol, Cigarette, Drug Use and Stress Coping (ACDU-SC-4)  
• Part XIV: Perceived Social Support Scale (PSSS-1) 
• Part XV: Primary Care PTSD Screen for DSM-5 (PC-PTSD-5) 
• Part XVI: Retrospective Depression and Anxiety Scale (R-DAS-3) 
• Part XVII: Ratings of Experiences of Microaggressions with Others (REM-
WO-6) 
• Part XVIII: Life Satisfaction, Stress, Trauma, Intersectionality, Ways of  
• Coping, and Resilience (LS-STI-WOC-R-8) 
Summary of Data Management and Data Analysis 
 
Data from the online surveys was transferred from www.qualtrics.com to SPSS 26. 
Data analysis included the use of descriptive statistics to characterize the sample, the use 
of inferential statistics (i.e., Pearson correlation, independent t-tests) to ascertain 
relationships between the study outcome variable and the selected independent variables 
derived from the study survey Parts, and backward stepwise regression to determine  
significant predicts of the study outcome variable of Satisfaction with Life (SWLS-3). 
Summary of the Results of Data Analysis 
The study successfully recruited adults who qualified for participation in the online 





questions. However, a final sample of N=118 provided data for the study’s primary  
outcome variable of Satisfaction with Life (SWLS-3) (i.e., 92.19% valid cases).  
Findings on Basic Demographics 
The study sample (N=118) of sexual minority women (SMW) identified as 
Lesbian (85.6%, n=101), Bisexual (5.9%, n=7), Queer (8.5%, n=10), Pansexual (1.7%, 
n=2), Gay (5.9%, n=7), and Other (3.4%, n=4), while 94.9% (n=112) identified as female 
with the sample having a mean age of 60.81 years (min=50, max=86, SD=7). Most 
(55.1%, n=65) lived with a partner, while 44.9% (n=53) did not—with 25.4% (n=30) 
being married. The majority experienced sexual attraction to only females (64.4%, n=75) 
or mostly females (32.3%, n=38), while most had engaged in sexual behavior in the past 
year with women only (56.8%, n=67), and 36.4% (n=43) had been sexually abstinent.   
Their mean level of education was category 4.37 (min=1, max=6, SD=1.123) for between 
a Bachelor’s and Master’s degrees, and 48.3% were employed full-time (n=57), 11% 
(n=13) were employed part-time, 25.4% (n=30) were self-employed, and 26.3% (n=31) 
retired—with their annual household income being a mean of category 5.13 (SD=1.392) 
for between $50,000 – $99,999;  and, 27.1% (n=32) endorsed $100,000 to $199,000, and 
11.9% (n=14) endorsed $200,000 - $299,000. 
Regarding children, most had not personally birthed a child (63.6%, n=75), 26.3% 
(n=31) had children they had not birthed, while 34.7% (n=41) anticipated a child would be 
involved in their future care as they aged. 
For subsequent findings, it may be kept in mind that the sample’s mean rating for  




Findings on Health Status, Experiences with Providers, and in Healthcare System 
The sample reported a good health status (mean=4.04; min=1, max=6, SD=0.789) 
with the number of chronic health conditions being closest to having 1 health condition 
(mean=1.39, min=0, max=10, SD=1.607). Weight self-ratings were closest to overweight 
(mean weight=2.89; min=1, max=4, SD=0.664) with a Body Mass Index (BMI) indicating 
overweight (BMI mean =32.77; min=17.97, max=57.32, SD=8.03). Most had private 
medical insurance (56.8%, n=67) or Medicare (16.9%, n=20).  
Quality ratings for care received for any medical conditions was closest to very 
good (mean=4.68; min=1, max=6, SD=1.205), and for care received from their primary 
care provider was between very good and excellent (mean=4.54; min=1, max=6, 
SD=1.174). Further, ratings were obtained for: providers’ sensitivity and cultural 
competence given their sexual orientation—rated closest to very good (mean=4.70; 
min=1, max=6, SD=1.182); providers’ sensitivity and cultural competence given 
participants’ race—rated between good to very good (mean=4.57; min=1, max=6, 
SD=1.178); and providers’ openness to hearing about and accepting their sexual 
orientation—rated closest to very open (mean=3.77; min=1, max=5, SD=0.937). 
However, the majority (71.2% (n=84) had experienced discrimination in the healthcare 
system (n=84), specifically for being Black (64.4%, n=76), being a woman (48.4%, 
n=57), being overweight/obese (31.4%, n=54), their individual appearance (29.7%, 
n=35), or for having a disability (7.6%, 9). Despite some having concerns about their 





while 24.6% (n=29) sometimes avoided or delayed seeking healthcare treatment due to  
their concerns.    
Findings on Stages of Change, Self-Efficacy, Knowledge, and Motivation for 
Performing 9 Behaviors for Healthy Aging 
The 9 behaviors for health aging encompassed (1) obtaining physical health care 
and maintaining health and wellness; (2) receiving regular care from a primary health 
care provider and other specialty providers; (3) participating in stress reduction activities 
(yoga, meditating, walking, exercising, etc.) and taking care of mental/ emotional health; 
(4) talking to and being with others for social support and to avoid isolation/ loneliness; 
(5) maintaining a safe and secure home or place to live; (6) planning for the future so you 
have safe and secure housing or long-term care; (7) taking care of your financial needs so 
you have enough money to live now; (8) planning for your financial needs in the future 
for when you get older; (9) planning for the end of your life and completing essential 
paperwork. 
Findings on all of the 4 scales—i.e., for Stages of Change, Self-Efficacy, 
Knowledge, and Motivation for Performing these 9 behaviors—were all highly 
favorable, showing: 1-stages of change scale (Cronbach’s Alpha=0.765, adequate 
internal consistency) mean=4.283 (min=1.44, max=5, SD=0.663) was closest to action 
stage for performing the 9 behaviors for healthy aging; 2- self-efficacy  (Cronbach’s 
Alpha=0.811, good internal consistency) mean=5.171 (min=3, max=6, SD=0.703) was 
80% confident for performing them; 3-knowledge (Cronbach’s Alpha=0.863, good 




level of knowledge and understanding for performing them; and, 4- motivation scale 
(Cronbach’s Alpha=0.813, good internal consistency) mean=5.57 (min=3.44, max=7,  
SD=0.935) was between moderate and high motivation for performing them. 
Findings for Life Satisfaction and Quality of Life—Including Harmony and Sexual 
Satisfaction 
Findings for three indicators each produced ratings that were moderately high, 
specifically for: (1) satisfaction with life (SWLS-3 Cronbach’s Alpha=0.870, good 
internal consistency; mean=5.223, min=1.33, max=7, SD=1.272); (2) overall life 
satisfaction (LSS-1, mean=7.50, min=2, max=10, SD=1.834); and (3)  harmony in life 
(Cronbach’s Alpha=0.870, good internal consistency, mean=5.407; min=2, max=7, 
SD=1.184). However, findings showed just moderate satisfaction with sex and 
sexuality in the past year (mean=4.33; min=1, max=7, SD=1.640) and for quality of  
life (mean=4.29, min=2, max=6, SD=0.891). 
Findings for Stress, Microaggressions, Social Support, Mental Distress and Coping 
The sample experienced between low to moderately low past month perceived 
stress (PSS-4 Cronbach’s Alpha=.749, adequate internal consistency, mean=1.165, 
min=.00, max=3, SD=0.699), a low-moderate exposure to microaggressions related to 
being an older Black lesbian/SMW (REM-WO-6 Cronbach’s Alpha = 0.929, high 
internal consistency, mean=1.839, min=.00, max=4, SD=1.151), and a moderate level of 
social support (mean=2.98, at least 2 people, min=0, max=4, SD=1.034). For mental 




past month (mean=1.64, min=0, max=6, SD=1.716), moderately high prevalence of 
depression and anxiety in the past year (i.e. 59.5%, n=69 for depression, 61.2%, n=71 
for anxiety)—and, low-moderate engagement in counseling (i.e. 38.8%, n=45). They 
engaged in stress coping mostly without any substance use: i.e. 62.4%, (n=73) did not 
use any kind of drug to get high, relax, or reduce stress; 53% (n=62) spent 0% of their 
time using alcohol and/or drugs to cope with stress; and 71.8% (n=84) did not smoke  
cigarettes.   
Findings for Significant Relationships with Satisfaction with Life (SWLS-3) 
First, independent t-tests comparing groups on the study outcome variable 
Satisfaction with Life (SWLS-3) showed that those living with a partner had a 
significantly higher satisfaction with life (mean=5.67, SD=0.981) compared to those 
without a partner (mean=4.86, SD=1.372; t=-3.710, df=114.168, p=0.004; Bonferroni 
Adjustment Significance level, 0.05/11, p < 0.005 ). 
Second, pearson correlations showed significant (Bonferroni Adjustment 
Significance level, 0.05/30, p < 0.002) correlations with Higher Satisfaction with Life 
(SWLS-3), as follows: Higher self-rating of mental health (r=0.476, p=.000); Higher 
rating of care from provider (r=0.285, p=.002); Higher provider sensitivity to being 
SMW (r=0.406, p=.000); Higher provider sensitivity to being Black (r=0.385, p=.000); 
Higher Stage of change (SOC) for 9 healthy aging behaviors (r=0.460, p=.000); Higher 
Self-Efficacy (SE) for 9 healthy aging behaviors  (r=0.410, p= .000); Higher 
Knowledge/Understanding (KNOW) for 9 healthy aging behaviors  (r=0.379, p=.000); 




harmony in life (r=0.756, p=.000); Higher satisfaction w/sexuality/sex (r=0.299, p=.001); 
Higher quality of life (r=0.515, p=.000); Lower past month perceived stress (PSS-4) (r=-
0.495, p=.000); Lower mental distress (depression/anxiety) (r=-0.311, p=.001); Greater 
disclosure re: being SMW to provider (r=0.372, p=.000); and, Higher (LSS-1-item) life 
satisfaction (r=0.750, p=.000). 
Findings from the backwards stepwise regression, controlling for social 
desirability, indicated higher Satisfaction with Life (SWLS-3) was significantly 
predicted by: Higher harmony in life (B=0.714, p=0.000); Higher annual household 
income (B=0.155, p=0.004); and, Higher provider sensitivity/Cultural Competence to 
their patient being Black (B=0.208, p=0.002)—with 62.4% of the variance explained  
(R2=0.615, adjusted R2=0.624; F=25.483, p=.000) by the model. 
Findings from the Qualitative Data 
 The qualitative data was massive in acquiring data in response to four questions—
with categories encompassing emergent themes, as follows:  
(a) What factors have impacted their life satisfaction? Here there were two 
categories with 13 emergent themes, including: Category I- Positive Factors 
Contributing to Life Satisfaction (e.g. C-I-Theme 1: Having friends and belonging to a 
community; C-I-Theme 3: Achieving self-acceptance and feeling acceptance); and, 
Category II- Negative Factors Detracting from Life Satisfaction (e.g. C-II-Theme 1: 
Experiencing systemic racism, homophobia, ageism, discrimination, and related 




supportive community; C-II-Theme 3: Dealing with health challenges, physical 
disabilities, obesity, pain) 
(b) What have been the most stressful parts of their life experience? Here 
there were two categories with 9 emergent themes, including: Category I: Societal 
Sources of Stress—Impacts from the External World (e.g. C-I-Theme 1: Coping with 
stress from the prior administration, rise in white supremacy and hate, and COVID-19 
pandemic; C-I-Theme 2: Dealing with the stress of societal categories and heterosexism; 
C-I-Theme 3: Dealing with the stress of “being the only one,” closeted, revealing one’s 
identity—and, living at the intersection of multiple stigmatized identities); and, Category 
II:  Personal Concerns as Sources of Stress—One’s Internal World (e.g. C-II-Theme 
1: Coping with the stress of aging, health challenges, physical disabilities, and pain; C-II-
Theme 2: Coping with having stressful relationships; C-II-Theme 3: Coping with not 
having a partner, children, friends, and community) 
(c) How have the coped, bounced back, healed or were resilient? Here there 
were two categories and 5 emergent themes, including: Category I- Ways of Coping 
(e.g. C-I-Theme 1: Coping by seeking out networks of support; C-I-Theme 2: Coping by 
receiving mental health counseling; and, Category II- Evidence of Resilience (e.g. C-II-
Theme 1: Achieving and manifesting empowerment, confidence, and the ability to speak 
up for one’s self and for justice;  C-II-Theme 2: Being one’s authentic self—without 
hiding). 
(d) What recommendations do they offer for improving the overall life 




their experiences within the healthcare system, other institutions, and the larger 
society? Here there were three categories and 13 emergent themes, including: Category 
I- What Society Needs to Do to Improve Our Lives (e.g. C-I-Theme 2: Creating safe, 
supportive, accessible and affordable housing, including communal housing tailored to 
meet the needs of the retired and aging LGBTQ+ community; C-I-Theme 3: Instituting 
strong anti-discrimination policies and legislation with real enforcement); Category II: 
What the Healthcare System and All Institutions Need to Do to Improve Our Lives 
(e.g. C-II-Theme 1: Delivering education and training for providers so they are caring, 
competent and informed to work with LGBTQ+ patients); and, Category III: What We 
Can Do to Improve Our Lives (e.g. C-III-Theme 1: Making sure one has an affirming, 
active, and supportive multi-generational community; C-III-Theme 2: Engaging in self-
determination to create what we need by drawing on our community, competencies, 
autonomy, and assets; C-III-Theme 3: Being open and honest with your provider—and  
changing providers when needed). 
Discussion of Results 
Discussion of Findings on Basic Demographics 
This online mixed methods research study used a social media recruitment 
strategy, obtaining a convenience sample. The Pew Research Center (2017) found 
internet use to be notably higher among the young, compared with their counterparts with 
advanced age. Yet, there was success in study recruitment of older Black lesbians 




mostly Lesbian (85.6%, n=101), Bisexual (5.9%, n=7), or Queer (8.5%, n=10)—and 
female (94.9%, n=112) with mean age of 60.81 years (min=50, max=86, SD=7). Most 
(55.1%, n=65) lived with a partner, including 25.4% (n=30) married. The education mean 
(=category 4.37, min=1, max=6, SD=1.123) was between Bachelor’s and Master’s 
degrees, 48.3% were employed full-time (n=57), 26.3% (n=31) retired, and annual 
household income was $50,000–$99,999 (mean=category 5.13; SD=1.392). 
This was similar to findings from Ash and Lee Badgett (2006), which suggested 
that women in same-sex partnerships were more likely to have higher educational 
attainment than women in different-sex partnerships. Correspondingly, Aranda et al. 
(2014) found that among the 93 African American lesbians participating their study that 
33.5% (n=33) had a Bachelor’s degree or higher.  
Further, the sample’s high educational attainment is similar to findings from Yoon 
et al. (2020), which  found educational attainment to be a strong indicator of internet use 
among older adults (Yoon et al., 2020)—helping to explain this study’s success in 
recruiting the study sample. Although, admittedly, the goal was to recruit a larger sample 
(N=250) that had completed the survey and had data for the primary outcome variable; 
hence, the earlier considerations from The Pew Research Center (2017) wherein it was 
found that internet use was notably higher among the young, may still have played a 
factor—while the smaller than desired sample obtained with high educational attainment 
may have been essential to acquiring the present study sample.  
The samples high educational attainment level may also be associated with the 




than the median earnings of women ($47,299) who worked full-time reported by the US 
Bureau of Census (Semega et al., 2020). Some 31.3% (n=37) were either married or 
living in a domestic partnership, which is higher than the 10% percent reported by The 
Pew Research Center (2019). Also, 97.5% of the sample was born in the United States. 
These demographics may be kept in mind when considering the study results. 
Within the group, 36.4% (n=43) of respondents had birthed children. Some 26.3% 
(n=31) had children they had not birthed, of which, 29% (n=9) had adopted the children 
their partner birthed. This is similar to previous research conducted by Bowleg (2003),  
which found 36.8% of their sample of African American lesbians had children. 
Discussion of Findings on Social Desirability  
 
For subsequent findings, it may be kept in mind that the sample’s mean rating for 
social desirability was 3.48 (min=0, max=10, SD=2.855) for a low level of social 
desirability. Gesinde’s (2019) diverse sample of women of color (n=64, 100%) with type 
2 diabetes, of which 74.2% (n=51) were Black, had a a moderate level of social 
desirability (mean=6.77, min 3, max 12, SD=2.543), suggesting. It may be that this older 
sample of Black lesbians (bisexual, queer, etc.) had sufficient life experience being 
“different” and not “going along with the crowd,” so to speak; hence, it would make 
sense that the rated themselves low for social desirability—with regard to saying “things 
that I think will please people, or what I think they want to hear—versus the honest truth, 
which might be difficult or painful for other people to hear and accept, or might lead 





Discussion of Findings for Health Status, Providers, and Experiences in the 
Healthcare System 
The present study sample reported good health (mean= 4.04; min=1, max=6, 
SD=0.789). This finding differs from prior research suggesting Black lesbians have poor 
mental and physical health outcomes over time, regardless of their income or educational 
attainment (Schulz et al., 2006).   
Further, their rating of healthcare received was closest to very good (mean= 4.68; 
min=1, max=6, SD=1.205) with 61.9% (n=73) reporting having very good or excellent 
quality of health care. Most had private medical insurance (56.8%, n=67) or Medicare 
(16.9%, n=20). In contrast, Dahlhamer et al. (2016) found lesbian women were more 
likely to lack health insurance. This study’s findings for insurance may be associated with 
the group’s high educational attainment, given 75.4% (n=89) had a Bachelor’s degree or 
higher. Goh et al. (2015) found higher levels of education may be associated with better 
workplace conditions among Black women, which in turn may have impacted this 
study’s respondent’s high ratings for quality of health care and for having insurance.  
Black lesbians have been found to delay seeking health care treatment due to fears 
of identity discrimination (Dabble et al., 2012). However, despite 64.4% (n=76) of 
respondents indicating experiencing discrimination in healthcare system for being 
Black/African American, 47.5% (n=56) indicated never missing treatment due to 
concerns about how they might be treated by a healthcare provider or within the health 




Battle et al. (2015) found Black lesbians over fifty years of age were less likely to 
inform their health care providers about their sexual identity. Similarly, a low percentage 
(33.9%) in the present sample reported only sometimes disclosing their sexual orientation 
with their health care providers. This low level of disclosure was found despite ratings for 
providers’ openness to hearing about and accepting their sexual orientation being closest 
to very open, providers’ sensitivity and cultural competence given their sexual orientation 
being closest to very good, and providers’ sensitivity and cultural competence given  
participants’ race being between good to very good. 
Discussion of Findings on Stages of Change, Self-Efficacy, Knowledge, and 
Motivation for Performing 9 Behaviors for Healthy Aging 
Gesinde (2019) used a similar tool and methodology as used in the present study, 
while obtaining findings on stages of change, self-efficacy, and motivation to perform 7 
diabetes self-management behaviors; these were assessed by women of color with type 2 
diabetes both pre- and post-video viewing content on diabetes self-management. 
Comparisons may be made to her pre-video viewing data. Gesinde’s (2019) three scales 
all had high internal consistency (i.e.: stages of change Cronbach’s Alpha=.903; self-
efficacy Cronbach’s Alpha=.943; and motivation Cronbach’s Alpha=.944). In contrast 
the four scales in the present study had less than high internal consistency, as follows: 
stages of change scale (Cronbach’s Alpha=0.765, adequate internal consistency); self-
efficacy  (Cronbach’s Alpha=0.811, good internal consistency); knowledge (Cronbach’s 
Alpha =0.863, good internal consistency); motivation scale (Cronbach’s Alpha=0.813, 




Further, mean scores can be compared to Gesinde (2019) for 7 diabetes self-
management behaviors, while this study examined 9 behaviors for healthy aging. For 
stage of change for performing the selected behaviors, Gesinde (2019) found the sample 
was closest to an action stage for performing the 7 behaviors of focus—whereas the 
present study also found the sample closest to an action stage for performing the 9 
behaviors of focus. Gesinde (2019) found her sample to be between 60% to 80% 
confident to perform the 7 behaviors—whereas the present study sample was 80% 
confidence to perform the 9 behaviors. Gesinde (2019) found her sample to have high 
motivation to perform the 7 behavior—whereas this study found between moderate and 
high motivation for the 9 behaviors. Also, while Gesinde (2019) found level of 
knowledge (using a separate single item tool) to be closest to a good level of knowledge 
for diabetes self-management; and, in contrast, the present study found closest to a high 
level of knowledge for the 9 behaviors for healthy aging—with an older sample.  
Thus, both the Gesinde (2019) and the present study suggest this kind of survey 
format pioneered by the Research Group on Disparities in Health (RGDH) has value. 
This follows from the format first pioneered in King (2012) for evaluating HIV risk-
reduction behaviors for Black women, while using a multi-dimensional approach to 
evaluating behavior via (1) the stages of change for the target behaviors, (2) self-efficacy 
for those behaviors, (3) social support for performing those behaviors, and (4) access to 
role models performing those behaviors—so as to create comprehensive profiles. This 
same multi-dimensional approach for evaluating behavior was used by Garcia (2013), 




with men (MSM). The present study continues this line of research with a focus on the 
performance of 9 behaviors for healthy aging, while following Gesinde (2019) in adding  
a focus on level of motivation for performing behavior. 
Discussion of Findings for Life Satisfaction and Quality of Life—Including 
Harmony and Sexual Satisfaction 
Kjell and Ed Diener (2020) have focused on not only developing a short scale for 
evaluating Satisfaction with Life (SWLS-3), but also a short scale for measuring 
Harmony in Life (HILS-3). To reduce response burden, these and similarly short scales 
were used, finding moderately high ratings for: satisfaction with life (SWLS-3 
Cronbach’s Alpha=0.870, good internal consistency; mean=5.223, min=1.33, max=7, 
SD=1.272); overall life satisfaction (LSS-1, mean=7.50, min=2, max=10, 
SD=1.834); and harmony in life (Cronbach’s Alpha=0.870, good internal consistency, 
mean=5.407; min=2, max=7, SD=1.184). There were also moderate ratings found for: 
satisfaction with sex and sexuality in the past year (mean=4.33; min=1, max=7, 
SD=1.640) and for quality of life (mean=4.29, min=2, max=6, SD=0.891). 
The single-item satisfaction with sex and sexuality in the past year is a new tool 
created for first time use in this study. Some 47.8% (n=56) of the sample were closest to 
extremely satisfied regarding their satisfaction with sex and sexuality in the past year. 
Similarly, Townes et al. (2019) found Black women in their study reported being 
somewhat or very satisfied with their overall sexual satisfaction, including those with no 




consider using this new scale to support a better understanding of satisfaction with sex 
and sexuality among hard-to-reach populations, such as sexual and gender minorities.  
Also, some 81.1% (n=95) of respondents rated their quality of life closest to 
excellent. However, prior research suggests African Americans have low physical and 
psychological health-related quality of life, due to greater amounts of discrimination, 
lower household incomes, and lower educational attainment (Kim et al., 2017). It may be 
possible this samples’ above average income and educational attainment contributed to  
this study’s findings, in contrast to those of Kim et. al. (2017). 
Discussion of Findings for Stress, Microaggressions, Social Support, Mental Distress 
and Coping 
 Within the present research sample, 40.2% (n=47) indicated they almost never felt 
difficulties were piling us so high that they could not overcome them in the last month. 
Further, some 77.8% indicated feeling confident fairly often (40%, n=34.2) or very often 
(43.6%, n=51) in their ability to handle their personal problems. This finding appears to 
concur with the findings of other studies that have found, despite older Blacks being 
exposed to higher chronic stress burdens, they do not report higher stress appraisal 
(Brown et al., 2020).  
Some 99.2% (n=116) of respondents indicated having at least 1 person in their 
life who currently provided them with social support. This was consistent with prior 
research that reported Black individuals are more likely to have beliefs associated with 




support among a subsample of 19 Black lesbians included friends (58%, n=10), intimate 
partners (21%, n=4), and religious communities (16%, n=3). 
Coley et al. (2017) found the internalizing of traumatic events, such as undergoing 
discrimination, to have a negative impact on the mental health of older African American 
women. Some 66.4% (n=77) of the sample indicated experiencing some type of traumatic 
event in their lifetime, which is greater than what has been previously found in prior 
research. Roberts et al. (2011) found the overall lifetime prevalence of exposure to any 
traumatic event by Black adults to be 8.7%.  
In terms of screening results for depression, 59.5% (n=69) indicated they had 
experienced depression in the past year. This is consistent with prior research in which 
46.2% (n=42) of African American women had experienced depression in their lifetime 
(Aranda et al., 2015).  
Prior research has found lesbians to report distress from experiencing 
microaggressions related to their sexual orientation and race/ethnicity (Balsam et al., 
2011). Casey et al. (2019) found 57% percent of LGBT adults in their study experienced 
microaggressions in the form of slurs. Higher rates of discrimination were found among 
this study’s sample. Also, regarding microaggressions perceived to be related to their 
being Black lesbians (bisexual, queer, etc.), 82.6% (n=95) of respondents indicated 
experiencing communications that were insulting, or conveyed rudeness and sensitivity, 
putdowns and demeaning language—experiencing this at least once. Further, some 
74.8% (n=86) of the present sample reported experiencing a verbal attack that was hurtful 




The present study found the sample engaged in stress coping mostly without any 
substance use: i.e. 62.4%, (n=73) did not use any kind of drug to get high, relax, or 
reduce stress; 53% (n=62) spent 0% of their time using alcohol and/or drugs to cope with 
stress. Yet, 27.4% (n=32) of the sample did indicate using drugs to get high, relax, or 
reduce stress, which was higher than the 2018 National Survey on Drug Use and Health 
rate of 16.1% of substance use among adults aged 26 or older (Lipari & Park-Lee, 2019). 
Boyd et al. (2019) found that lesbian, gay, and bisexual adults had a higher likelihood of 
using drugs than their heterosexual peers.  
McCabe et al. (2019) found lesbian and bisexual women are more likely to report 
alcohol-related problems, which was linked to experiences of sexual orientation-related 
discrimination. Within the present study sample, 55.6% (n=65) indicated drinking 
alcohol. This is lower than the national average of 70% of adults who reported 
consuming a drink within the past year, even as the question was posed in a different 
manner (McCance-Katz, 2019).  
In this study, 71.8% (n=84) did not smoke cigarettes. This study’s findings contrast 
with those of Hequembourg et al. (2020) who found lesbian and bisexual women reported 
“a greater proportion of smoking days and more cigarettes smoked” than their 
heterosexual peers (p. 73). Also, Assari et al. (2019) found experiencing financial 
difficulties to be a risk factor for smoking cigarettes and alcohol consumption among 
older African American adults. Again, this study’s samples’ higher income and education 





Discussion of Findings for Significant Relationships with Satisfaction with Life 
(SWLS-3) married 
Ash and Lee Badgett (2006) suggested that women in same-sex partnerships were 
more likely to have higher educational attainment than women in different-sex 
partnerships. The present study found that those living with a partner had a significantly 
higher satisfaction with life satisfaction (mean=5.67, SD=0.981) compared to those 
without a partner (mean=4.86, SD=1.372; t=-3.710, df=114.168, p=0.004; Bonferroni 
Adjustment Significance level, 0.05/11, p < 0.005). Again, the sample in this study was 
also distinguished by higher educational attainment. 
Among the many significant Pearson correlations, a few are worthy of being 
highlighted. It was found that the higher the satisfaction with life, then the: Higher 
harmony in life (r= 0.756, p=.000); Higher satisfaction w/sexuality/sex (r= 0.299, 
p=.001); Higher quality of life (r=0.515, p=.000); Lower past month perceived stress 
(PSS-4) (r=-0.495, p=.000); and, Lower mental distress (depression/anxiety) (r=-0.311, 
p=.001). This seems to provides a logical snapshot of what it means to experience high 
satisfaction with life. However, when controlling for social desirability, using 
background stepwise regression, an clearer picture emerges, as the following were found 
to be significant predictors of a higher satisfaction with life: (1) Higher harmony in life 
(B= 0.714, p=0.000); (2) Higher annual household income (B= 0.155, p=0.004); (3) 
Higher provider sensitivity/Cultural Competence to their patient being Black (B=0.208, 
p=0.002)—with 62.4% of variance predicted (R2=0.615, adjusted R2=0.624; F=25.483, 




Of note, the predictor of a higher annual household income emerged as a repeated 
likely explanatory factor for many of the study’s findings. Further, health is perhaps the 
most highly valued asset for those who are older and still aging. And, whether there is or 
is not disclosure of one’s sexual orientation, what remains apparent is being Black; so 
having a provider that one feels inclined to go and visit, in order to monitor and maintain 
health, does seem vital. This logic may justify the predictor for higher satisfaction with 
life being having a provider with higher sensitivity/Cultural Competence to their patient 
being Black. Ironically, a variable added to the study as somewhat of an afterthought that 
was found significant in the correlations, and remained a significant predictor of a higher 
satisfaction with life in the regression was the variable of (higher) harmony in life; hence,  
future research may need to more highly value this variable in future research.  
Discussion of Qualitative Data Themes 
 
With regard to the massive body of qualitative data, analysis revealed multiples 
categories and emergent themes in response to four questions: (a) What factors have 
impacted their life satisfaction? (b) What have been the most stressful parts of their life 
experience? (c) How have the coped, bounced back, healed or were resilient? (d) What 
recommendations do they offer for improving the overall life satisfaction of older African 
American lesbians as they age across the lifespan, given their experiences within the 
healthcare system, other institutions, and the larger society? 
Some of the categories for emergent themes are consistent with prior theory 
emphasizing structural competency (Metzl & Roberts, 2014)—such as” Societal Sources 




Our Lives; and What the Healthcare System and All Institutions Need to Do to 
Improve Our Lives. 
Other emergent themes confirmed minority stress theory (Meyer, 1995), 
including: Dealing with the stress of societal categories and heterosexism; and, Dealing 
with the stress of “being the only one,” closeted, revealing one’s identity—and, living at 
the intersection of multiple stigmatized identities. 
Further, as per the theory of cumulative inequality (Ferraro et al., 2009), emergent 
themes included: Coping with the stress of inequality, disrespect, homophobia, ageism, 
and discrimination; and, Providing societal-wide training and education for a cultural 
shift toward equity. 
Some of the themes are consistent with prior theory emphasizing intersectionality 
(Crenshaw, 1989), as follows; Dealing with the stress of “being the only one,” closeted, 
revealing one’s identity—and, living at the intersection of multiple stigmatized identities; 
and, Coping with the stress of inequality, disrespect, homophobia, ageism, and 
discrimination. 
Also, some of the emergent themes are consistent with prior theory emphasizing 
cultural humility (Tervalon & Murray-Garcia, 1998), as follows: Delivering education 
and training for providers so they are caring, competent and informed to work with 
LGBTQ+ patients; and, Forging Systemic change in the healthcare system and all 
institutions so they are affirming and competent to work with LGBTQ+ patients. 
The present study’s emergent themes are also reminiscent of themes that emerged 




alternative and complementary medicine; providing information and education; and 
having affirming service providers. Consider similar emergent themes in the present 
study: Making sure one has an affirming, active, and supportive multi-generational 
community; Engaging in preventative healthcare and seeking healthcare; and, Delivering 
education and training for providers so they are caring, competent and informed to work 
with LGBTQ+ patients.  
The present study’s emergent themes are also reminiscent of themes that emerged 
in a study by Bowleg et al. (Bowleg et al., 2003): i.e., racism (racial slurs, prejudice, 
discrimination); sexism (degradation, pay inequity, denied opportunities to advance 
professionally); and heterosexism (being disowned by family members, being fired 
because of sexual orientation, being excluded from community). Consider some sample 
themes, as follows: Forging Systemic change in the healthcare system and all institutions 
(e.g. work settings) so they are affirming and competent to work with LGBTQ+ patients; 
Instituting strong anti-discrimination policies and legislation with real enforcement (e.g. 
work settings); Experiencing a lack of family acceptance and homophobia; Coping with 
not having a partner, children, friends, and community; and, Dealing with the stress of 
societal categories and heterosexism. 
In addition, emergent themes in this study were: Having friends and belonging to a 
community; Enjoying love (sex), loving support from partners and family, and enjoying 
children; Coping by seeking out networks of support; Coping with faith and by engaging 
in meditation and prayer; Enjoying outward, artistic and joyful expression; Benefitting 




emerged in a study by Adams and Poteat (2016): i.e., participants “described their 
partners, spirituality, laughter, social support, music, dance, sex, and stress-reduction as 
important contributors to healthy aging” (p. 82). 
Finally, the present study’s emergent themes are also reminiscent of themes that 
emerged in a by Bowleg et al. (Bowleg et al., 2003): “assessing their power to change 
situations, not allowing others to define reality for them, and choosing not to bear the 
burden of other people’s bigotry” (p. 100). Relevant themes in this study were: Engaging 
in self-determination to create what we need by drawing on our community, 
competencies, autonomy, and assets; and, Being open and honest with your provider— 
and changing providers when needed. 
Implications for Practice and Recommendations for Research 
As a study exploring the population group that is often invisible within research, 
study findings have implications for the large audience of health educators, public health 
professionals, and professionals in the fields of medicine and nursing, whether engaged in 
practice, research, advocacy, or administration—with related tasks of institutional policy-
making and enforcement. Consider some implications and recommendations for this 
large audience, as follows: 
• When developing programs and initiatives addressing societal needs, it is vital 
to take into consideration how older African American/Black lesbians (or 
bisexual, queer, etc.) exist and have unique needs. Given that 48.3% (n=57) of 




healthcare system, and 33.9% (n=40) only sometimes disclose their sexual 
orientation to healthcare providers, there must be intentional and diligent work 
to address the needs of a group they may not visibly see, but that is undeniably 
present. 
• Consider that, in contrast to much of the existing research about older lesbians 
(Kim, Fredriksen-Goldsen et al., 2017), many older African American/Black 
lesbians (or bisexual, queer, etc.) have children. Some 36.4% (n=43) of 
respondents in this survey had birthed children, while 26.3% (n=31) had 
children they had not birthed. The finding was concurrent with prior research 
on African American lesbians (Bowleg, 2003). Given this, there is the 
opportunity for health educators to design curriculum that includes children as 
potential sources of advocacy and support for enhanced wellbeing among the 
group as they age. This is supported by the finding that 34.7% (n=41) of 
respondents felt their children would be involved in their future care. Further, 
given this factor, it may also be valuable to consider expanding the support 
networks of this group to also include the younger family members of older 
African American/Black lesbians, including their nieces and nephews. 
• Also vital is advocacy with and on behalf of older African American/Black 
lesbians (or bisexual, queer, etc.) so the group experiences less discrimination 
in the healthcare system. This includes the essential work of ensuring real 
change within the healthcare system and other institutions, with major shifts in 




from 48.3% (n=57) of the sample reporting they experienced some form of 
discrimination in the healthcare system for being a woman, and 64.4% (n=76) 
for being Black/African American. Also consider relevant emergent themes, 
that suggest important recommendations: 
o Experiencing systemic racism, homophobia, ageism, discrimination, 
and related microaggressions 
o Coping with the stress of inequality, disrespect, homophobia, 
ageism, and discrimination 
o Instituting strong anti-discrimination policies and legislation with 
real enforcement  
o What the Healthcare System and All Institutions Need to Do to 
Improve Our Lives 
▪ Delivering education and training for providers so they are 
caring, competent and informed to work with LGBTQ+ 
patients 
▪ Prioritizing training LGBTQ+ medical providers to permit 
provider-patient concordance (i.e., sharing the same 
orientation/identity) 
▪ Forging Systemic change in the healthcare system and all 
institutions so they are affirming and competent to work 
with LGBTQ+ patients 
▪ Ensuring access to free or low-cost quality healthcare, 
dentalcare, and mental health care (i.e. individual and group 
counseling, support groups) 
▪ Ensuring access to LGBTQ+ affirming quality nursing home 
and long-term care  
• Funding and resources must be increased to address mental health needs. 
Screening and assessing for depression and anxiety is a must, including using 
the brief tool used in this study—as in practice settings with limited time to 
devote to screening. This follows from 59.5% (n=69) indicating they had 
experienced depression in the past year and 61.2% (n=71) indicating they had 
experienced anxiety in the past year. Given that only 38.8% (n=45) had sought 




mental health needs of older African American/Black lesbians (or bisexual, 
queer, etc.) be adequately addressed. Also recommended is screening for 
posttraumatic stress, microaggressions, satisfaction with life, and harmony in 
life—as additional indicators for matching to mental health treatment, 
counseling, and support groups. Consider relevant themes: i.e., Coping by 
receiving mental health counseling; and, Ensuring access to free or low-cost 
quality healthcare, dentalcare, and mental health care (i.e. individual and 
group counseling, support groups). 
• This study needs to be replicated with a large nationally representative sample 
to see if these findings are replicated—ideally, with grant funding, while using 
this study’s findings as preliminary studies data. Findings can be translated 
into implementable public health policies, programs, and practices—as means  
for improving the health and well-being of individuals and communities. 
Limitations of the Study 
Study limitations included the use of a cross-sectional design, which was 
conducted at a single point in time, and cannot permit determining cause and effect. 
Convenience sampling was also used, so there is the inability to generalize the results of 
the survey to the population as a whole. Further, since selection bias may have occurred, 
the sample may be an under- or over-representation of the study population. The study 




control for the risk of subjects providing more socially acceptable answers, there is still 
the risk of retrospective recall bias.   
Moreover, the study was conducted online which required access to specific 
technology (e.g., computers, smartphones, internet, etc.) to complete the study survey. 
Potential participants who did not have access to the needed technology may have been 
excluded from the study, whereas those who had access to the needed technology might 
have been overrepresented. Grant funding would have allowed a more rigorously 
designed study with higher internal and external validity.   
Lastly, conducting the study during a global pandemic, and in the aftermath of a 
controversial administration may have impacted the study, as reflected in an emergent 
theme: i.e. Coping with stress from the prior administration, rise in white supremacy and 
hate, and COVID-19 pandemic. Throughout the facilitation of the study, potential 
participants were undergoing various hardships, including the death of partners, friends 
and family members, as well as the loss of employment and loss of housing—which may  
have prevented many from having the personal resources to engage in the study.  
Conclusion 
The problem that this study addressed was the need to identify significant 
predictors of a higher satisfaction with life for older African American/Black lesbians (or 
bisexual, queer, etc.) age 50 and above. The research was framed by numerous theories, 
including: intersectionality (Crenshaw, 1990); cultural competence/cultural humility 




(Metzl & Roberts, 2014; Metzl & Hansen, 2014); minority stress (Meyer, 1995); and 
cumulative inequality theory (Ferraro et al., 2009). 
This research used an array of tools to investigate significant predictors of 
satisfaction with life—with a sample presenting a low risk for providing socially 
desirable responses (mean=3.48, min=0, max=10, SD=2.855). 
The sample (N=118) was mostly Lesbian (85.6%, n=101), Bisexual (5.9%, n=7), 
or Queer (8.5%, n=10)—and female (94.9%, n=112) with mean age of 60.81 years 
(min=50, max=86, SD=7). Most (55.1%, n=65) lived with a partner, including 25.4% 
(n=30) married. The level of education (mean=4.37, min=1, max=6, SD=1.123) was 
between Bachelor’s and Master’s degrees, 48.3% were employed full-time (n=57), 26.3% 
(n=31) retired, and annual household income was $50,000 – $99,999 (mean=5.13; 
SD=1.392). They reported good health (mean= 4.04; min=1, max=6, SD=0.789) with an 
overweight Body Mass Index (BMI mean=32.77; min=17.97, max=57.32, SD=8.03). 
Quality ratings showed: healthcare received was closest to very good (mean=4.68; 
min=1, max=6, SD=1.205); care received from primary care provider was between very 
good and excellent (mean=4.54; min=1, max=6, SD=1.174); providers’ 
sensitivity/cultural competence for sexual orientation was closest to very good 
(mean=4.70; min=1, max=6, SD=1.182); providers’ sensitivity/cultural competence for 
race was between good to very good (mean=4.57; min=1, max=6, SD=1.178); and 
providers’ openness to hearing about/accepting sexual orientation was closest to very 




discrimination in the healthcare system—for being Black (64.4%, n=76), a woman 
(48.4%, n=57), overweight/obese (31.4%, n=54), or appearance (29.7%, n=35). 
Findings for performing 9 behaviors for healthy aging showed: 1-stages of 
change mean=4.283 (min=1.44, max=5, SD=0.663) was closest to action stage; 2-self-
efficacy mean=5.171 (min=3, max=6, SD=0.703) was 80% confident; 3-knowledge 
mean=5.811 (min=3.22, max=7, SD=0.916) was closest to a high level of knowledge; 
and, 4-motivation mean=5.57 (min=3.44, max=7, SD=0.935) was between moderate and 
high. 
They had moderately high: satisfaction with life (SWLS-3 mean=5.223, 
min=1.33, max=7, SD=1.272); overall life satisfaction (LSS-1, mean=7.50, min=2, 
max=10, SD=1.834); and harmony in life  (mean=5.407; min=2, max=7, SD=1.184). 
But, reported moderate: satisfaction with sex and sexuality in the past year (mean=4.33; 
min=1, max=7, SD=1.640); and quality of life (mean=4.29, min=2, max=6, SD=0.891). 
Backwards stepwise regression, controlling for social desirability, indicated 
higher Satisfaction with Life (SWLS-3) was significantly predicted by: Higher 
harmony in life (B=0.714, p=0.000); Higher annual household income (B=0.155, 
p=0.004); Higher provider sensitivity/Cultural Competence to their patient being Black 
(B=0.208, p=0.002)—with 62.4% of variance explained (R2=0.615, adjusted R2=0.624; 
F=25.483, p=.000) by the model. 
 Qualitative data amplified findings, giving rise to implications and 
recommendations to address discrimination, microaggressions, and experiences withing 




implications and recommendations included the need to use the findings as preliminary 
studies data to secure grant-funding to replicate the study with a much more diverse 
nationally representative sample—especially, given study limitations of having recruited 
a highly educated sample during a global pandemic.  
Despite a range of study limitations, the findings emerge as important in directing 
health educators, public health professionals, professionals in medicine and nursing, as 
well as administrators in healthcare and in other societal institutions to address the needs 
of older African American/Black lesbians (or bisexual, queer, etc.) via interventions and 
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DO YOU IDENTIFY AS A BLACK LESBIAN? 
(OR BISEXUAL, OR QUEER, ETC…?) 
ARE YOU AGE 50 OR ABOVE? 
PLEASE VOLUNTEER FOR OUR STUDY! 
 
The Research Group on Disparities in Health (RGDH) within the Department of 
Health and Behavior Studies at Teachers College, Columbia University, in New 
York, New York is conducting a study on the experiences of African American or 
Black lesbians (or bisexual, queer) age 50 and above. We are seeking to identify 
factors associated with their satisfaction in life, so this information can be used to 
design health education interventions to improve their lives.  
 
• Participation in this survey is limited to the first 200 volunteers  
• Completing the online survey takes about 15 minutes  
• Those who complete the survey will have a 3 in 200 chance of winning 1 of 3  
• $100 Amazon gift cards  
• Please click on the link below to view the informed consent, learn  
• about your rights as a participant and proceed to the survey.  
• We also invite you to forward this email to others who may be willing to 
volunteer, or send them a text message, or tweet out the message, below:  
 
To take a survey on Black lesbians’ life satisfaction for a chance 
to win 1 of 3 $100 Amazon.com gift certificates, please click 
here, i.e., https://tinyurl.com/INVITING-BLACK-LESBIANS” 
 
(NOTE: Participants have a 3 in 200 chance of winning 1 of 3 $100 Amazon gift cards)  
THANK YOU FOR YOUR PARTICIPATION! 
If you have any questions or would like to have additional information about the study, 




Porsha Hall, MPH, MAG, Public Health Gerontologist, Doctoral Candidate, Department 
of Health and Behavior Studies, Teachers College, Columbia University, Box 114, 525 
W. 120th Street, New York, NY 10027; ph2532@tc.columbia.edu; 
 
BARBARA C. WALLACE, Ph.D., Director, Research Group on Disparities in Health, 
Professor of Health Education, Clinical Psychologist, Department of Health and Behavior 
Studies, Teachers College, Columbia University, Box 114, 525 W. 120th Street, New 








 To take a survey on Black lesbians’ life satisfaction for a chance 
to win 1 of 3 $100 Amazon.com gift certificates, please click 
































Teachers College, Columbia University 
525 West 120th Street 
New York NY 10027 




IRB Protocol Number 19-108 
 
Protocol Title:  
Investigation of Quality of Life, Harmony, Healthy Behaviors for Aging, Perceived 
Stress, Disparities in Healthcare, Microaggressions, and Discrimination as Predictors of 
Satisfaction with Life for Older Black Lesbians 
 
Principal Researcher: Porsha Hall, MPH, MAG 





INTRODUCTION You are invited to participate in this research study called the 
“Investigation of Quality of Life, Harmony, Healthy Behaviors for Aging, Perceived 
Stress, Disparities in Healthcare, Microaggressions, and Discrimination as Predictors of 
Satisfaction with Life For older Black Lesbians.” You may qualify to take part in this 
research study if you: 1-identify as Black or African American; 2-are at least age 50 or 
above; and 3-identify as a lesbian (or bisexual, queer, etc.). Approximately 200 people 
will participate in this study and it will take 15 minutes of your time to complete.  
 
WHY IS THIS STUDY BEING DONE?  This study is being done to learn about the 
kinds of experiences associated with satisfaction with life for Black lesbians (or bisexual, 
queer, etc.) age 50 and above. This includes studying their experiences within the 
healthcare system, other institutions, and the larger society, including any discrimination, 
racism, or stress; and, also how they have planned for their aging process. 
 
WHAT WILL I BE ASKED TO DO IF I AGREE TO TAKE PART IN THIS 
STUDY?  If you decide to participate in the study, you will answer a series of questions 
in an online survey. The questions will cover the following: your personal background, 
self-ratings of your health, and ratings of your experiences with healthcare providers; 
your confidence, knowledge and motivation for tasks related to planning for the aging 
process;  ratings for your quality of life, satisfaction with life, harmony in life, and social 
support; your experiences of any stress, trauma, depression, and anxiety—and how you 
cope; your experience of any discrimination or insults that seemed related to your being 
an older Black lesbian (or bisexual, queer, etc.); and, your recommendations for 


















WHAT POSSIBLE RISKS OR DISCOMFORTS CAN I EXPECT FROM TAKING 
PART IN THIS STUDY?   The risks of study participation include the possibility that 
you may feel some discomfort from taking the survey or some stress due to some of the 
questions; for example, questions concerning health, experiences of discrimination, 
trauma, and end of life plans. However, your participation in this study is completely 
voluntary, and you can stop at any time.  
 
WHAT POSSIBLE BENEFITS CAN I EXPECT FROM TAKING PART IN THIS 
STUDY?  There is no direct benefit to you for participating in this study.  
 
WILL I BE PAID FOR BEING IN THIS STUDY?  You will not be paid to 
participate. However, when you complete the survey you will be invited to enter your 
email address and to hit a “submit” button—so that you are officially entered into a 
drawing for a chance to receive a prize (i.e., 1of 3 bar coded Amazon gift certificates for 
$100). You do not have to enter the lottery drawing to complete the survey. Once you 
submit your email address, then it will automatically be entered into a private and secure 
data base that even the principal investigator cannot access. Once 250 people have 
completed the entire survey, you will have a 3 in 200 chance of winning 1 of 3 $100 bar 
coded Amazon gift certificates. The www.Amazon.com gift certificates will be sent to 
three randomly chosen e-mail accounts using a secure online program. This occurs 
without in any way linking your identity to the survey results. The principal investigator 
is not able to view any of the e-mail addresses to which the gift certificates are sent. Only 
the 3 winners will be contacted.  
 
WHEN IS THE STUDY OVER? CAN I LEAVE THE STUDY BEFORE IT ENDS?  
The study is over when you have completed the online survey. However, you can leave 
the study at any time even if you have not finished.  
 
PROTECTION OF YOUR CONFIDENTIALITY The study does not involve 
collecting any of your personal identifying information, such as your name or address, 
allowing you to remain anonymous. (NOTE: Recall, as per what is above, you can elect 
to enter your e-mail address to enter the drawing for a chance to receive a prize. 
However, this occurs without in any way linking your identity to your survey answers, 
and the principal investigator cannot view any e-mail addresses.)  Teachers College, 
Columbia University has determined that www.Qualtrics.com provides a secure platform 
for the online survey you will take. The survey data files will also be saved on the 
primary researcher’s password protected computer. Regulations require that research data 
be kept for at least three years. 
 
For quality assurance, the study team, and/or members of the Teachers College 
Institutional Review Board (IRB) may review the data collected from you as part of this 
study. Otherwise, all information obtained from your participation in this study will be 
held strictly confidential and will be disclosed only with your permission or as required 


















HOW WILL THE RESULTS BE USED?  The results of this study will be published in 
journals and presented at academic conferences. This study is being conducted as part of 
the doctoral dissertation of the principal investigator.  
 
WHO CAN ANSWER MY QUESTIONS ABOUT THIS STUDY? 
If you have any questions about taking part in this research study, you should contact the 
primary researcher, Porsha Hall, at 732-661-8413 or at ph2532@columbia.edu.You can 
also contact the sponsor/supervisor of this research study, Dr. Barbara Wallace, at 
bcw3@tc.columbia.edu or 267-269-7411. 
 
If you have questions or concerns about your rights as a research subject, you 
should contact the Institutional Review Board (IRB) (the human research ethics 
committee) at 212-678-4105 or email IRB@tc.edu. Or you can write to the IRB at 
Teachers College, Columbia University, 525 W. 120th Street, New York, NY 10027.  
Box 151. The IRB is the committee that oversees human research protection for 
Teachers College, Columbia University.  
 
PARTICIPANT’S RIGHTS 
• I have read the Informed Consent Form and have been offered the opportunity 
to discuss the form with the researcher.  
• I have had ample opportunity to ask questions about the purposes, procedures, 
risks and benefits regarding this research study.  
• I understand that my participation is voluntary. I may refuse to participate or 
withdraw participation at any time without penalty.  
• The researcher may withdraw me from the research at his or her professional 
discretion.  I understand that if I take the survey more than once I will be 
eliminated from the study.    
• If, during the course of the study, significant new information that has been 
developed becomes available which may relate to my willingness to continue 
my participation, the researcher will provide this information to me.  
• Any information derived from the research study that personally identifies me 
will not be voluntarily released or disclosed without my separate consent, 
except as specifically required by law.  
• I should receive a copy of the Informed Consent Form document. (I 
understand that I can download it). 
 
By signing electronically, you agree to be in the study and confirm that you identify 
as a Black or African American lesbian (or bisexual, queer, etc..) and are age 50 or 
older. 
 

























The Screening Survey 
SCREENING TOOL FOR STUDY PARTICIPATION 
 
 
Teachers College, Columbia University 
Institutional Review Board (IRB) Protocol #19-108 
 
 
The Research Group on Disparities in Health within the Department of Health and 
Behavior Studies at Teachers College, Columbia University, in New York, New York is 
conducting a study on the experiences of African American or Black lesbians (or 
bisexual, queer) age 50 and above. We are seeking to identify factors associated with 
their satisfaction in life, so this information can be used to design health education 
interventions to improve their lives.  
 
Find out if you qualify for participation by answering the following questions: 
 
 
1-Are you age 50 or older?   Yes ___ No___ 
 
2-Do you identify as African American or Black?  Yes ___ No___ 
 
3-Do you identify as a lesbian, bisexual, or queer?   Yes ___ No___ 
 
4-Are you able to devote about 15 minutes answering survey questions about yourself 
and your experiences, including freely expressing yourself via final open-ended 
questions? 
a. Yes____  No _____ 
 
 
Only those who answer all the questions, will be entered into the drawing for a 3 in 200 
chance to win 1 of 3 $100 Amazon gift cards.  
 
 
If you answered NO to any of the above questions, then please STOP HERE. This study 
opportunity is not for you. Please forward the study link to people you think are able to 







Appendix F  
 
The Study Survey 
THE OLDER BLACK LESBIANS’ LIFE SATISFACTION SURVEY  
(FOR THOSE AGE 50 AND ABOVE) 
 
 
Teachers College, Columbia University 
Institutional Review Board (IRB) Protocol # _______ 
 
 
Instructions:  Please answer the following questions in each section by clicking the box 
next to the item of your choice. 
------------------------------------------------------------------------------------------------ 
Part I: Basic Demographics (BD-15) 
[A tool created for use by the Research Group on Disparities in Health (e.g Liss, 2015), and adapted for the present 
study population. See: See Liss, A. R. (2015). Microaggression experiences, stress, and coping for lesbian, bisexual, or 
queer-identified women seeking the goals of childbirth and/or co-parenting: An online survey of experiences with 
maternal health care. A doctoral dissertation. Teachers College, Columbia University.  
1. My gender identity leads me to describe myself as:  
⎯ Female 
⎯ Male        
⎯ Transgender 
⎯ Gender Non-Conforming         
⎯ Other (please specify)  
 
2. My age is: ____  (DROP DOWN MENU FOR 50 TO 100) 
 
3. I am currently:  
⎯ Married    
⎯ Widowed  
⎯ Divorced   
⎯ Separated 
⎯ In a Domestic Partnership   









4. My partner’s gender identity leads them to describe themselves as:  
⎯ Not Applicable/Have no partner at this time 
Female 
⎯ Male        
⎯ Transgender 
⎯ Gender Non-Conforming         
⎯ Other (please specify)  
 
5. My race/ethnicity is as follows:  
⎯ Black/African American 
White/Caucasian/European American 
⎯ Hispanic/Latino (including Puerto Rican, Mexican, Mexican American, Chicano, 
Cuban, other Spanish) 
⎯ Asian (Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese, or other 
Asian) 
⎯ American Indian/Alaska Native 
⎯ Native Hawaiian/Pacific Islander 
⎯ Arab American/Middle Eastern 
⎯ Other (please specify) 
 
6-My skin color is 
a. ___Very Dark                 b. ___Dark            c. ____Medium to Dark 
d. ___Medium to Light      e. ___Light           f. ____Very Light            g.___ 
White 
 





⎯ Pansexual     
⎯ Gay 
⎯ Other (please specify__________)  
 
#8-(Sexual behavior) In the past year who have you had sex with?  










#9-(Sexual attraction) People are different in their sexual attraction to other people. 
Which best describes your feelings? Are you:  
__a) Only attracted to females? 
__b) Mostly attracted to females? 
__c) Equally attracted to females and males? d) Mostly attracted to males? 
__e) Only attracted to males? 
__f) Not sure?  
 
10- Were you born in the United States?   __Yes   __No  
11- If you answered, “Yes,” what state or U.S. territory were you born?  
State: [DROP DOWN BOX] 
 
12. What is the zip code where you live? __________ 
 
13-My annual household income is: 
Less than $9,000 
$10,000 to $19,000  
$20,000 to $39,000  
$40,000 to $49,000 
$50,000 to $99,999 
$100,000 to $199,999 
$200,000 to $299,000 
$300,000 to $399,000 
$400,000 to $499,000 
$500,000 to $799,000 
$800,000 or More 
I don’t know 
 
14-My highest education level/degree completed is:  
⎯ Less than high school degree 
⎯ High school diploma or equivalent (e.g., GED) 
⎯ Some college but no degree 
⎯ Certificate Program                        
⎯ Associate’s Degree  
⎯ Bachelor’s Degree 
⎯ Master’s Degree 
⎯ Doctoral Degree 










15- My status is (check all that apply):   
__ Self-employed 
__ Employed Part-time                 
__ Employed Full-time 
__  Retired 
__ Receiving pension, etc. 
__ Receiving SSI/SSD  
__ Receiving Public Assistance 
__ Unemployed  
__ Part-time undergraduate student 
__  Full-time undergraduate student 
__ Part-time graduate student 
__ Full-time graduate student 
__ Other (please specify) 
------------------------------------------------------------------------------------------------------------ 
Part II: Motherhood, Co-Parent, and Any Anticipated Future Care 
by a Child Scale (MC-AAFCBC-S-4) 
[This is a tool using selected items from a Motherhood and Co-Parent Scale (MACP-S-6) previously used in Liss 
(2015), and created for use by the Research Group on Disparities in Health. See Liss (2015) reference under Part I. 
Only used selected items (#s 3, 4, 5—as 1, 2, 3); and, added 4 as new item.] and changed the name of the scale in light 
of this.] 
 
1- I have children and I was the birth parent 
___Yes       ____No 
If Yes, please indicate how many children you have given birth to [DROP DOWN BOX, 
0-15] 
 
2. I have children and I was not the birth parent  
___Yes       ____No 
If Yes, please indicate how many of your children you did not give birth to [DROP 
DOWN BOX, 0-15] 
 
3. Did you legally adopt your child/children that your partner gave birth to?  
  ___Yes    ____No    ____Other (please specify)  
 
4. Do you anticipate any of the children identified above being involved in your future 
care, or overall care, as you age across the lifespan? 
  ___Yes    ____No    ____. Not Sure 
 







Part III: Single Item Rating of Risk of Providing Socially Desirable 
Responses (SIR-RPSDR-1) 
[Note: This is a new single item scale created for first time use by Dr. Barbara Wallace in studies in 2018 conducted by 
the Research Group on Disparities in Health [RGDH], and for ongoing use by the RGDH. For example, this tool was 
used by Laryea (2019). See: Laryea, E. (2019). An online mixed-methods study assessing nurses’ attitudes, knowledge, 
skill/ability, and perceived barriers with regard to adherence to the national pressure ulcer advisory panel’s clinical 
practice guidelines. Doctoral dissertation. Teachers College, Columbia University. Note: Laryea (2019) found that the 
new one item measure of social desirability was one of two significant predictors of nurses’ higher personal skill/ability 
rating for managing patients’ pressure ulcers. This was noteworthy, as the well-known 13-item measure of social 
desirability (i.e. Crowne, D., & Marlowe, D. (1960) A new scale of social desirability independent of psychopathology. 
Journal of Consulting Psychology, 24(4), 349-354.] similarly was found to be the sole significant predictor of nurses’ 
ratings for a higher personal skill/ability for managing patients’ pressure ulcers. Hence, there is value in reducing the 
burden of time on study participants and using in this study the new one item measure of social desirability, especially, 
given the stress of the pandemic.] 
 
1-I sometimes say things that I think will please people, or what I think they want to hear—
versus the honest truth, which might be difficult or painful for other people to hear and 
accept, or might lead them to judge me harshly… 
 
I rate myself on a scale of 0 to 10, as follows: 
 
0 1 2 3 4 5 6 7 8 9 10 
0-I am not like          10-I am like 
this at all         this all the  
---------------------------------------------------------------------------------------------------------- 
Part IV: Personal Health Background (PHB-10) 
[This is a tool created for use by the Research Group on Disparities in Health (e.g. Liss, 
2015). See Liss, (2015) reference above under Part I. For # 1, additional chronic health 
conditions were listed as choices in light of the population; and, #2 was added; and, rating of 
mental health was added. Some ending questions were eliminated to form the basis of the 
next tool, discussed below)] 
 
1- Regarding MY HAVING ANY CHRONIC HEALTH CONDITIONS (e.g. asthma, COPD 
or other lung disease; hypertension, or other heart disease; a gynecological condition; a 
digestive condition; an inflammatory disease; HIV; cancer [monitoring if still in remission or 
current, etc.], I HAVE THE FOLLOWING NUMBER OF conditions: [DROP DOWN 
MENU] 
 
2-I rate my overall physical health status as 
1-Very Poor 2-Poor 3-Fair 4-Good 5-Very 
Good 
6-Excellent 
         
3-I rate my overall mental/emotional health status as 
1-Very Poor 2-Poor 3-Fair 4-Good 5-Very 
Good 
6-Excellent 





4- My height (feet) [DROP DOWN BOX, 4-9] 
5- My height (inches) [DROP DOWN BOX, 0-11] 
6- My weight (in pounds) [DROP DOWN BOX, 70-400] 
[4, 5, 6 – for calculation of BMI) 
 
7. I consider myself to be:  
___underweight  ___normal weight   ___overweight    ____obese     
 
8. My type of medical insurance is: 




__ Not applicable, I have no medical insurance 
__ Other (please specify)        
 
9. I rate the overall quality of care I receive for my health (and any medical condition I 
have) as:  
1-Very Poor 2-Poor 3-Fair 4-Good 5-Very 
Good 
6-Excellent 
__ Not applicable (I do not receive any health care)  
  
10. I rate the overall quality of care I receive from my primary care provider as: 
__   
1-Very Poor 2-Poor 3-Fair 4-Good 5-Very 
Good 
6-Excellent 
__ Not applicable (I do not have one)  
------------------------------------------------------------------------------------------------- 
Part V: Potential Disparities in Healthcare Service Delivery 
(PDHCSD-5) 
[This is an original tool created for this study by Principal Investigator Porsha Hall and Dr. Barbara Wallace and for use 
by the Research Group on Disparities in Health (RGDH)} 
 
1 - I rate my health care providers' sensitivity and cultural competence for treating me as 
someone who is a lesbian, bisexual, or queer, etc. -- or for providing me with the same 
quality of care they provide to heterosexual women - as 
 
1-Very Poor 2-Poor 3-Fair 4-Good 5-Very 
Good 
6-Excellent 






2 -  I rate my health care providers’ sensitivity and cultural competence for treating me as 
someone who is Black, African American, etc. -- or for providing me with the same 
quality of care they provide to White women - as: 
 
1-Very Poor 2-Poor 3-Fair 4-Good 5-Very 
Good 
6-Excellent 
__ Not applicable (I do not receive health care, etc.)  
 
3- Please describe your approach to sharing your sexual orientation with health care 
providers: 
(0)__I am someone who DOES NOT disclose my sexual orientation to my health care 
providers 
(1)__I am someone who ONLY SOMETIMES discloses my sexual orientation to my 
health care providers (e.g. depends on the provider) 
(2)__I am someone who DOES ALWAYS disclose my sexual orientation to my health 
care providers 
(NA)__It is easy to see/guess my sexual orientation, so my health care providers usually 
KNOW without my having to disclose my sexual orientation 
 
(NOTE on Scoring: question answer range=0  to 2; 0=no disclosure of sexual orientation to providers to 1=only 
sometimes discloses, and to 2=always discloses; and, NA for not having to disclose/easy to guess their sexual orientation) 
 
4-Based on my experience completing intake forms and being asked questions by 
health care providers, I would say that, in general, my providers and health care 
institutions…. 
5 ___are EXTREMELY open to hearing and accepting my sexual orientation 
4___are VERY open to hearing and accepting my sexual orientation 
3___are SOMEWHAT open to hearing and accepting my sexual orientation 
2___are NOT REALLY open to hearing and accepting my sexual orientation 
1___are NOT AT ALL open to hearing and accepting my sexual orientation 
 
(NOTE on Scoring: question answer range=1 to 5, 1=perceived no openness/acceptance at all of their sexual orientation 
to 5=perceived highest level of openness and acceptance to their sexual orientation ) 
 
5-Within the healthcare system, I believe I have experienced discrimination for….. 
(answer below):  
1-being a woman     ___Yes ___No 
2-being African American or Black ___Yes ___No 
3-being a person with a disability      
___Yes ___No __Not Applicable. I am not a person with a disability 
4-being overweight or obese  
___Yes ___No __Not Applicable. I am not overweight or obese 
5-my appearance (e.g. skin tone, hair, clothing, jewelry, etc.) ___Yes ___No 
 
(NOTE on Scoring: question answer range=0 to 5, 0=no discrimination to 5=highest level experience of discrimination 





6-Due to concerns about how I might be treated by a healthcare provider or within 
the health care system, in the past I have (select all that apply) 
__always gone for treatment anyway (even if I had concerns) 
 (4=highest perseverance/adherence despite concerns) 
__sometimes avoided, delayed seeking care (put it off), or missed recommended screenings 
and tests (due to concerns) (3=moderate perseverance/adherence despite concerns) 
__only sought out essential, much needed healthcare (due to concerns) (2=low 
perseverance/adherence given concerns) 
__not sought out healthcare unless an absolute emergency (due to concerns) (1=lowest 
perseverance/adherence given concerns) 
__Not Applicable, as I never had any concerns about how I might be treated. (NA) 
 
(NOTE on Scoring: question answer range=1 to 4, 1=lowest perseverance/adherence given concerns to 4=highest 
perseverance/adherence despite concerns about potential treatment) 
----------------------------------------------------------------------------------------------------------- 
Part VI:  Stages of Change, Self-Efficacy, Knowledge, and 
Motivation for Performing 9 Behaviors for Healthy Aging (SOC-SE-
K-M-P9BFHA-9) 
[This is an original tool created for this study by Principal Investigator Porsha Hall and Dr. Barbara Wallace and for 
use by the Research Group on Disparities in Health (RGDH). The tool has sub-scales for stage of change, self-efficacy, 
knowledge and motivation, producing mean scores for each sub-scale; and the tool will also produce means and SD for 
each of the 9 behaviors.] 
 
Directions: Please read the descriptions of each of the Behaviors #1 to # 9, below, and 
then rate yourself for that behavior (as your a, b, c, and d) answers. 
  
1 - Behavior # 1-obtaining physical health care and maintaining health and wellness 
(i.e., you take action to prevent, address or treat any health conditions—such as heart 
disease, diabetes, asthma, COPD, smoking, addiction, alcoholism, gynecological/sexual 
health issues, disability/functional limitations, overweight and obesity—including 
appropriate levels of physical activity/exercise) 
a- 
_____I am not thinking of doing this behavior at all. 
_____I am thinking about doing this behavior. 
_____I am preparing to do this behavior. 
_____I have been doing this behavior for less than six (6) months. 
_____I have been doing this behavior for more than six (6) months  
 
b-My confidence level for performing this behavior: 
____0% confident                ____20% confident                ____40% confident  







c-My level of knowledge and understanding for doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
d-My level of motivation for actually doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
 2 – Behavior # 2-receiving regular care from a primary health care provider and 
other specialty providers (i.e., for physical health care/medical care, gynecological care, 
vision/eye care, dental care, and any specialty care you need—such as pain management 
or chiropractic, acupuncture, orthopedic care, physical therapy, etc.) 
 
a- 
_____I am not thinking of doing this behavior at all. 
_____I am thinking about doing this behavior. 
_____I am preparing to do this behavior. 
_____I have been doing this behavior for less than six (6) months. 
_____I have been doing this behavior for more than six (6) months  
 
b-My confidence level for performing this behavior: 
____0% confident                ____20% confident                ____40% confident  
____60% confident             ____80% confident                 ____100% confident 
 
c-My level of knowledge and understanding for doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
d-My level of motivation for actually doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
 3 – Behavior # 3-participating in stress reduction activities (yoga, meditating, 
walking, exercising, etc.) and taking care of mental /emotional health (i.e. you seek 
help for any mental distress, depression, anxiety, and for any problematic tobacco, 
alcohol, drug use, or eating behavior, etc.) 
a- 
_____I am not thinking of doing this behavior at all. 
_____I am thinking about doing this behavior. 
_____I am preparing to do this behavior. 
_____I have been doing this behavior for less than six (6) months. 






b-My confidence level for performing this behavior: 
____0% confident                ____20% confident                ____40% confident  
____60% confident             ____80% confident                 ____100% confident 
 
c-My level of knowledge and understanding for doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
d-My level of motivation for actually doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
 4 – Behavior # 4-talking to and being with others for social support and to avoid 
isolation / loneliness (i.e., you regularly participate in social or recreational or leisure 
activities, or use Zoom, or have phone calls, or text/go online, or go outside to see 
friends/ family/ neighbors—including talking about anything stressful in your lives, such 
as coping with the pandemic or the aging process, etc.) 
 
a- 
_____I am not thinking of doing this behavior at all. 
_____I am thinking about doing this behavior. 
_____I am preparing to do this behavior. 
_____I have been doing this behavior for less than six (6) months. 
_____I have been doing this behavior for more than six (6) months  
 
b-My confidence level for performing this behavior: 
____0% confident                ____20% confident                ____40% confident  
____60% confident             ____80% confident                 ____100% confident 
 
c-My level of knowledge and understanding for doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
d-My level of motivation for actually doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
 5 – Behavior # 5-maintaining a safe and secure home or place to live (i.e., you have a 









_____I am not thinking of doing this behavior at all. 
_____I am thinking about doing this behavior. 
_____I am preparing to do this behavior. 
_____I have been doing this behavior for less than six (6) months. 
_____I have been doing this behavior for more than six (6) months  
 
b-My confidence level for performing this behavior: 
____0% confident                ____20% confident                ____40% confident  
____60% confident             ____80% confident                 ____100% confident 
 
c-My level of knowledge and understanding for doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
d-My level of motivation for actually doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 6 – Behavior # 6-planning for the future so you have safe and secure housing or 
long-term care (i.e. for when you get older, or may have physical limitations/ health 
conditions, or may need assistance—including having nursing home insurance, or plans 
to remain in a home with access to care, or some other living and care arrangement) 
 
a- 
_____I am not thinking of doing this behavior at all. 
_____I am thinking about doing this behavior. 
_____I am preparing to do this behavior. 
_____I have been doing this behavior for less than six (6) months. 
_____I have been doing this behavior for more than six (6) months  
 
b-My confidence level for performing this behavior: 
____0% confident                ____20% confident                ____40% confident  
____60% confident             ____80% confident                 ____100% confident 
 
c-My level of knowledge and understanding for doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
d-My level of motivation for actually doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 







 7– Behavior # 7-taking care of your financial needs so you have enough money to 
live now (i.e. you have enough money now for food, clothing, housing, paying 
bills/utilities, and for transportation costs—whether to travel to see healthcare providers 
or participate in other activities) 
a- 
_____I am not thinking of doing this behavior at all. 
_____I am thinking about doing this behavior. 
_____I am preparing to do this behavior. 
_____I have been doing this behavior for less than six (6) months. 
_____I have been doing this behavior for more than six (6) months  
 
b-My confidence level for performing this behavior: 
____0% confident                ____20% confident                ____40% confident  
____60% confident             ____80% confident                 ____100% confident 
 
c-My level of knowledge and understanding for doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
 
d-My level of motivation for actually doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
 8 – Behavior # 8-planning for your financial needs in the future for when you get 
older (i.e. you think you will have enough money in the future for your food, clothing, 
housing, paying bills/utilities, and transportation costs, etc.) 
a- 
_____I am not thinking of doing this behavior at all. 
_____I am thinking about doing this behavior. 
_____I am preparing to do this behavior. 
_____I have been doing this behavior for less than six (6) months. 
_____I have been doing this behavior for more than six (6) months  
 
b-My confidence level for performing this behavior: 
____0% confident                ____20% confident                ____40% confident  
____60% confident             ____80% confident                 ____100% confident 
 
c-My level of knowledge and understanding for doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 







d-My level of motivation for actually doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
 9 – Behavior # 9-planning for the end of your life and completing essential 
paperwork (i.e. burial or cremation, and completed paperwork for: last will and 
testament; living will or advance health care directive [if you become gravely ill, such as 
do not resuscitate, or yes/no to dialysis, blood transfusions, etc.]; a medical power of 
attorney [makes medical decisions if you cannot]; a power of attorney [takes care of your 
affairs if you become unable to]; and a trustee or executor of your estate [manages your 
affairs after you have passed/transitioned]) 
a- 
_____I am not thinking of doing this behavior at all. 
_____I am thinking about doing this behavior. 
_____I am preparing to do this behavior. 
_____I have been doing this behavior for less than six (6) months. 
_____I have been doing this behavior for more than six (6) months  
 
b-My confidence level for performing this behavior: 
____0% confident                ____20% confident                ____40% confident  
____60% confident             ____80% confident                 ____100% confident 
 
c-My level of knowledge and understanding for doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
 
d-My level of motivation for actually doing this is 
__(0) non-existent (none at all) __(1) extremely low __(2) very low  __(3) low __(4) 
moderate __(5) high ___(6) very high  __(7) extremely high 
-------------------------------------------------------------------------------------------------------- 
Part VII: The Abbreviated Version of the Satisfaction with Life 
Scale (SWLS-3) 
[The SWLS-3 has been described in the following: Kjell, O. N., & Diener, E. (2020). Abbreviated three-
item versions of the satisfaction with life scale and the harmony in life scale yield as strong psychometric 
properties as the original scales. Journal of Personality Assessment, 1-12. Retrieved from: 
https://www.tandfonline.com/doi/pdf/10.1080/00223891.2020.1737093 
The three item SWLS-3 scale yielded a high Cronbach’s Alpha of .88  in one study, and .94 in a second 
study—with both higher than with the original five-item scale (Kjell & Diener, 2020).] 
 
Below are statements that you may agree or disagree with. Using the 1 - 7 scale 
below, indicate your agreement with each item by placing the appropriate number 






1 - In most ways my life is close to my ideal.  
7-Strongly agree.  6-Agree.  5-Slightly agree.  4-Neither agree nor disagree.  3-Slightly 
disagree.  2-Disagree   1-Strongly disagree 
 
2 - The conditions of my life are excellent.  
7-Strongly agree.  6-Agree.  5-Slightly agree.  4-Neither agree nor disagree.  3-Slightly 
disagree.  2-Disagree   1-Strongly disagree 
 
3 - I am satisfied with my life.  
7-Strongly agree.  6-Agree.  5-Slightly agree.  4-Neither agree nor disagree.  3-Slightly 
disagree.  2-Disagree   1-Strongly disagree 
------------------------------------------------------------------------------------------------------------ 
 
Part VIII: Life Satisfaction Scale (LSS-1) 
[Taken from: Vang, Z. M., Hou, F., & Elder, K. (2018). Perceived Religious Discrimination, Religiosity, 
and Life Satisfaction. Journal of Happiness Studies, 1-20.] 
 
Using a scale of 0–10 where 0 means ‘Very dissatisfied’ and 10 means ‘Very 
satisfied’, how do you feel about your life as a whole right now?”. 
 
0=Very Dissatisfied                                  10=Very Satisfied 
        ___0    ___1     ___2     ___3   ___4  ___5  ___6   ___7  ___8  ___9  ___10 
----------------------------------------------------------------------------------------------------------- 
Part IX: The Harmony in Life Scale (HLS-3) 
[The HLS-3 was described in: Daukantaitė, D., Hefferon, K., & Sikström, S. (2016). The harmony in life scale 
complements the satisfaction with life scale: expanding the conceptualization of the cognitive component of subjective 
well-being. Social Indicators Research, 126(2), 893-919.  The three item HLS scale yielded a high Cronbach’s Alpha 
of .90  in one study, and .96 in a second study—with both higher than with the original five-item (HLS-5) scale (Kjell 
& Diener, 2020).] 
 
Directions (created for this study): To be in harmony means to experience peace, 
balance, and satisfaction. With this in mind, please answer the following questions: 
 
1-My lifestyle allows me to be in harmony 
7-Strongly agree.  6-Agree.  5-Slightly agree.  4-Neither agree nor disagree.  3-Slightly 
disagree.  2-Disagree   1-Strongly disagree 
 
2-Most aspects of my life are in balance. 
7-Strongly agree.  6-Agree.  5-Slightly agree.  4-Neither agree nor disagree.  3-Slightly 
disagree.  2-Disagree   1-Strongly disagree 
 
3-I am in harmony. 
7-Strongly agree.  6-Agree.  5-Slightly agree.  4-Neither agree nor disagree.  3-Slightly 





Part X: Satisfaction with Sex and Sexuality Past Year (SSS-PY-1) 
[This is a new tool created for first time use in this study by the Principal Investigator.     
Regarding how I have experienced sex and sexuality in the past year, and for my level of 
satisfaction with what I experienced, I am… 
7-Extremely satisfied.  6-Very satisfied.   5-Somewhat satisfied   4-Neither satisfied or 
dissatisfied.  3-Somewhat dissatisfied   2- Very dissatisfied.  1-Extremely dissatisfied 
------------------------------------------------------------------------------------------------------------ 
Part XI: Rating Your Quality of Life Scale (RYQOL-S-1) 
[This is a scale created for use in the Mecklembourg (2019) study, and for use by the RGDH, being based on the main 
areas covered in the quality of life scale created by Gordon and Siminoff (2010)—specifically physical function, social 
support, body image, emotional function, coping, cognitive function (excluding their future orientation, and breast 
cancer impact).] 
 
Please rate yourself, after reading the following: 
Please think about the quality of your life, including the following: my ability to 
function physically (my level of strength, tendency to experience fatigue, ability to walk 
up and down stairs, ability to perform physical activities around the house, ability to 
move my arms and legs, degree to which I feel pain in my body); my amount of social 
support (number of people I can rely on for help, including in a crisis); my feelings 
about my body image (attractiveness, finding clothing I like to wear); my emotional 
functioning (degree of depression, anxiety, worry, uncertainty); and my mental 
functioning (ability to concentrate, remember things, think clearly). Keeping all of this in 
mind, please rate your quality of life at the present time: 
 
I rate my quality of life as: 
__1-Very poor  __2-Poor  __3-Fair __4-Good __5-Very Good  __6-Excellent 
------------------------------------------------------------------------------------------------------------ 
 
Part XII: Perceived Stress Scale (PSS-4) 
[NOTE: The PSS-4 is a short version of the PSS-10 created by: Cohen, S., Kamarck, T., Mermelstein, R. (1983). A 
global measure of perceived stress. Journal of Health and Social Behavior, 385-396. Also see Cohen, S (1994). For the 
source of the shorter PSS-4 utilized or this study, please see: Macarthur Research Network on SES and Health (2008). 
Perceived Stress Scale –4 Item, Retrieved from: https://macses.ucsf.edu/research/psychosocial/pss4.php. According to 
Karam et al. (2012),  (See: Karam, F., Bérard, A., Sheehy, O., Huneau, M. C., Briggs, G., Chambers, C., ... & Martin, 
B. (2012). Reliability and validity of the 4‐item Perceived Stress Scale among pregnant women: Results from the OTIS 
antidepressants study. Research in Nursing & Health, 35(4), 363-375. Retrieved from: 
https://onlinelibrary.wiley.com/doi/abs/10.1002/nur.21482. In a study with pregnant women, while exmining stress, 
depression and quality of life, they found acceptable internal consistency (Cronbach’s alpha coefficient = .79), alternate 
forms stability reliability with the 10‐item PSS (Pearson correlation coefficient r = .63; p < .001), concluding it was a 
valid and useful tool.] 
 
{Perceived Stress Scale Scoring: PSS-4 scores are obtained by reverse coding the positive items, e.g., 
0=4, 1=3, 2=2, etc. and then summing across all 4 items.  Items 2 and 3 are the positively stated items.] 
Instructions: The questions in this scale ask you about your feelings and thoughts during 






1.  In the last month, how often have you felt that you were unable to control the 
important things in your life? 
 ___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
 
2.  In the last month, how often have you felt confident about your ability to handle 
your personal problems? 
 ___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
3.  In the last month, how often have you felt that things were going your way? 
 ___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
4.  In the last month, how often have you felt difficulties were piling up so high that 
you could not overcome them? 
 ___0=never ___1=almost never ___2=sometimes ___3=fairly often ___4=very often 
 
[PSS-4 scores are obtained by reverse coding the positive items, e.g., 0=4, 1=3, 2=2, etc. 
and then summing across all 4 items.  Items 2 and 3 are the positively stated items.] 
------------------------------------------------------------------------------------------------------------ 
Part XIII: Alcohol, Cigarette, Drug Use and Stress Coping (ACDU-
SC-4) 
[This dissertation follows Santacruz (2014) in the use of this short scale, while the third question was 
changed to when you are experiencing stress (versus having sex and using drugs/alcohol.) This study added 
an item about cigarettes] 
 
1-Do you drink alcohol? Yes ______ No ______ I used to, but I stopped_____ 
2-Do you smoke cigarettes? Yes ______ No ______ I used to, but I stopped_____ 
3-Do you ever use any kind of drug to get high (e.g. marijuana, cocaine, heroin, 
methamphetamine, ecstasy, etc…)?  Yes ______ No ______ I used to, but I 
stopped_____ 
4-What percentage of the time do you use drugs and/or alcohol to cope with stress?  
__0%  (never) __10%  ___20%  ___30%  ___40%  
__50%  __60%  ___70%  ___80%  ___90%   
__100% (all the time)  
 
------------------------------------------------------------------------------------------------------------ 
Part XIV: Perceived Social Support Scale (PSSS-1) 
[This is a common tool used by the Research Group on Disparities in Health (RGDH), having been used by Lian 
(2017). See: Lian, Z. (2017). Predictors of depression/anxiety, mental health service utilization, and help-seeking for 
Chinese international students: Role of acculturation, microaggressions, social support, coping self-efficacy, stigma, 
and college staff’s cultural competence and cultural humility. Doctoral Dissertation, Teachers College, Columbia 
University. Note: For this study, to reduce the burden of time during the stress of the ongoing pandemic, a new one 
item version of the scale was created by combining the essence of 5 questions into one description of what having 






Having SOCIAL SUPPORT means having people in your life who provide the 
following kinds of support and assistance: you can ask them for advice, or receive 
words of encouragement; get money or get food in an emergency; or have a place to 
temporarily wait for help, or stay or live in an emergency. 
 
1-Please indicate the extent to which you experience SOCIAL SUPPORT in your life 
at this time (i.e., right now): 
1. I have no one like this in my life right now 
2. I have at least 1 one person like this in my life right now 
3. I have at least 2 people like this in my life right now 
4. I have 3-5 people like this in my life right now 




Part XV: Primary Care PTSD Screen for DSM-5 (PC-PTSD-5) 
[To obtain past 30 days symptoms of PTSD, study will use PC-PTSD-5 tool taken from Prins, A., Bovin, M. J., 
Kimerling, R., Kaloupek, D. G, Marx, B. P., Pless Kaiser, A., & Schnurr, P. P. (2015). Primary Care PTSD Screen for 
DSM-5 (PC-PTSD-5) [Measurement instrument]. Retrieved from: https://www.ptsd.va.gov/professional/ 
assessment/screens/pc-ptsd.asp] 
 
Sometimes things happen to people that are unusually or especially frightening, horrible, 
or traumatic.   For example: 
• a serious accident or fire    
• a physical or sexual assault or abuse  
• an earthquake or flood    
• a war  
• seeing someone be killed or seriously injured  
• having a loved one die through homicide or suicide.  
 
1 - Have you ever experienced this kind of event? __YES  ___NO 
If no [screen total = 0], then please stop here.  If yes, please answer the 
questions below.  
 
In the past month, have you…  
2- had nightmares about the event(s) or thought about the event(s) when you did not want 
to? __YES  ___NO  
3- tried hard not to think about the event(s) or went out of your way to avoid situations 
that reminded you of the event(s)? __YES  ___NO 
4- been constantly on guard, watchful, or easily startled? __YES  ___NO 
5- felt numb or detached from people, activities, or your surroundings? __YES  ___NO 
6- felt guilty or unable to stop blaming yourself or others for the event(s) or any problems 






Part XVI: Retrospective Depression and Anxiety Scale (R-DAS-3)  
[NOTE: This is shorter version of a scale that follows the work of Tirhi (2019)—as a common tool used by 
the Research Group on Disparities in Health (RGDH. For this study, subjects are only asked about the past 
year—and not past 3, 6 months, also following Lian (2017).  The counseling question appears just once and 
includes new options (e.g. Iman, from Tirhi, 2019). This version adds: reverend or other church leader..] 
Depression is an overwhelming feeling of intense sadness. It can include feeling 
helpless, hopeless, and worthless. It can sometimes be expressed through angry outbursts, 
as well as bursting into tears. There can also be loss of appetite, or an increase in appetite. 
There can also be difficulty sleeping or oversleeping. In addition, there can be a loss of 
interest in your activities. Such a depression can last for days or weeks. This goes beyond 
typical feelings of sadness, such as following some disappointment. 
  
1-Do you think you experienced any depression in the past year or 12 months?   ____No 
____Yes 
  
 Anxiety is an overwhelming and intense feeling of nervousness, fear, tension, 
powerlessness, and apprehension. It can reach a peak so there are moments of panic 
where one’s heart may be pounding/beating quickly, or there is rapid breathing/difficulty 
breathing. A person may also experience sweating and trembling. Sometimes it can be so 
intense that one has trouble concentrating/thinking, leaving the house, or trouble being 
around other people. The fear can be very intense, and one can feel like there is some 
impending danger. This goes beyond typical feelings of nervousness, such as when 
anticipating a new situation, or something unexpected, or unknown. 
  
2-Do you think you experienced any anxiety in the past year or 12 months? ____No 
____Yes 
  
Receipt of Counseling 
3-In the past year, did you seek out any kind of counseling or advice for any depression 
and/or anxiety, or other stress—such as from a mental health professional, or a reverend 
or other church leader, or Iman, Mosque Elder, or family member? 
____Yes ____No     ___Not Applicable/ No experience of depression or anxiety, or other 
related issues, etc. 
 
NOTE: Recall the online counseling resources recommended in the Informed 
Consent and Research Description—that will be repeated at the end of this survey 
for your convenience; and, recall the study contact number if you feel you need 







Part XVII: Ratings of Experiences of Microaggressions with 
Others (REM-WO-6) 
[Using a scale previously used in Lian (201y), and created for use by the Research Group on Disparities in 
Health—while modified for the current study population.] 
 
Please think about your general life experiences, or overall experiences in life in the 
United states, whether interacting with members of the general public, people in work 
settings, schools, members of your family, or members of the larger society. To what 
extent have you experienced any of the following, and it seemed related to your 
being an older African-American / Black lesbian (or bisexual, queer, etc.): 
1-Brief exchanges or brief interactions where you felt you were receiving messages that 
were a put down, denigrating, or conveyed something negative: 
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4-Many 
Times 
 
2-A verbal attack that was hurtful and caused mental or emotional pain, whether this 
involved name-calling, or some act of discrimination performed on purpose: 
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4-Many 
Times 
3-A nonverbal attack, or some behavior that was hurtful and caused mental or emotional 
pain, whether this involved someone avoiding contact and interaction, or avoiding 
communication, or some act of discrimination performed on purpose: 
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4-Many 
Times 
 
4-A communication that was insulting, or conveyed rudeness and insensitivity, put downs 
or demeaning language: 
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4-Many 
Times 
 
5-A communication that excluded you, cancelled out your existence, made you invisible, 
or ignored the reality of your thoughts, feelings, and existence as a diverse person: 
__0-Never/Not At All __1-At Least Once __2-More Than Once __3-A Few Times __4-Many 
Times 
 
6-How often did you experience any of the above where you felt the treatment you 
received was ALSO related to your skin color, or religion, or disability, or physical 
appearance, or weight: 







Part XVII: Life Satisfaction, Stress, Trauma, Intersectionality, 
Ways of Coping, and Resilience (LS-STI-WOC-R-8) – Mixed 
Methods Section 
[A qualitative tool created for this study by the Principal Investigator, while modeled after Ingram (2017)] 
 
Please answer the following questions, as an older Black lesbian (bisexual, queer, etc)? 
 
(a) What factors have impacted your life satisfaction?  
(b) What have been the most stressful parts of their life experience? 
(c) How have the coped, bounced back, healed or were resilient?  
(d) What recommendations do they offer for improving the overall life satisfaction of 
older African American lesbians as they age across the lifespan, given their experiences 
within the healthcare system, other institutions, and the larger society? 
----------------------END OF SURVEY---------------------- 
THANK YOU! 
SHARE WITH OTHERS THE LINK THAT LED YOU TO THIS STUDY! 
 
Click here to take the Older (age 50 or above) Black Lesbians’ Life Satisfaction Survey 
(takes 15 MINUTES) for a chance to win 1 of 3 $100 gift certificates for use on 
Amazon.com 
If you need immediate assistance, please refer to the following 
contact information.  
You can download this page with contact information for counseling resources, OR SKIP 
TO THE LINK, BELOW, FOR ENTERING YOUR EMAIL INTO THE LOTTERY 
DRAWING FOR A CHANCE TO RECEIVE A PRIZE (i.e., 1 of 3 bar coded 
Amazon gift certificates for $100 each)  
1-For Free Texting Crisis Help: 
https://www.crisistextline.org/  
• You text 741741 when in crisis as a service available 24 hours a day, 
7 days a week. You will reach a live trained Crisis Counselor who will 
respond quickly. The Crisis Counselor helps to move you from a hot 
moment to a cool calm and safe state, using effective active listening and 
suggested referrals—all using the Crisis Text Live’s secure platform.  
• If you have a phone plan with AT&T, T-Mobile, Sprint, or Verizon, 








2-Contact a Crisis Intervention Hotline for Immediate Help 
and Referrals: 
https://www.allaboutcounseling.com/crisis_hotlines.htm 
Examples of Crisis Intervention Hotlines: 
• If you are in immediate danger, call 911 
• National Suicide Hotline: 800-SUICIDE (800-784-2433) 
• National Suicide Prevention Lifeline: 800-273-TALK (800-273-8255) 
• Grief Recovery Helpline: 800-445-4808 
3-Seek Out Top Rated, Low-Cost Online Counseling 
Services: https://www.e-counseling.com/tlp/therapy-
1/?imt=1 
• Please see a list of the top rated online counseling services—with the 
average weekly cost as low as $60. 
4-Seek Out Affordable Online Counseling: 
https://www.betterhelp.com/about/ 
• Access affordable and convenient online counseling with professionals. 
5-Seek Help from the Study Sponsor by E-Mail or Phone: 
bcw3@tc.columbia.edu or 267-269-7411 (i.e. the study 
contact number) 
• You may contact the study sponsor, Dr. Barbara Wallace, receiving help 
with referrals. Dr. Wallace is a licensed psychologist with experience 
working with the study population. 
Please click here to have a 3 in 200 chance of winning 1 of 3 $100 gift certificates for 








Analyzing Qualitative Data 
The Research Group on Disparities in Health (RGDH) highly values mixed methods 
dissertations that combine quantitative and qualitative methods. Typically, a dissertation 
is rooted in three to four theories (e.g. stages of change, self-efficacy, diffusion of 
innovation) and surveys collecting quantitative data have a rationale in corresponding 
theory. Meanwhile, all surveys end with open-ended questions (1-3) that are analyzed for 
themes; some students use a qualitative data analysis package for this task. However, I 
recommend the following steps for analyzing qualitative data: Myth: you do not need to 
read all of your qualitative data Truth: you DO need to follow all these steps  
 
START WITH YOUR FIRST QUALITATIVE RESEARCH QUESTION  
 
1) ORGANIZE- copy and paste qualitative data from survey monkey into one file- -
organizing by question asked  
2) HIGHLIGHT - as you read it, highlight in yellow quotes that stand out--and, after you 
read about twenty answers, go back to the first highlighted yellow and in brackets at the 
end put an emergent theme:  
3) CREATE ACTION PHRASES - ITALICIZE AND BOLD - the emergent theme in 
brackets should be an action phrase--such as perceiving the need for supervision/training  
or striving to achieve positive outcomes or pursuing objectives by taking action  
4) LIST DOCUMENT FOR EMERGENT THEMES -as you continue to read beyond the 
first twenty answers, have a second document where you are copying and pasting your 
emergent themes--creating a LIST; as you read your twentieth to fortieth answer, start to 
just copy and paste the relevant emergent theme from your LIST, placing it in brackets 
where it applies  
5) THEMES EXPAND TO ACCOMMODATE MORE DATA - feel free to elaborate on 
the emergent theme to accommodate the answers you see (twentieth to fortieth answers); 
for example, perceiving the need for supervision/training/new curriculum or striving to 
achieve positive outcomes/goals/highest potential, or pursuing objectives by taking 
action/engaging in advocacy  
6) SEE HOW EXPANDED THEMES ACCOMMODATE ALL DATA - the new 
elaborated emergent themes now encompass ALL the examples (#1-20, 21-40)  
7) CLASSIFY ALL DATA BY THEMES - continue to go through all of your data 
(examples 41-100) and only highlight in yellow where needed, and mostly copy and paste 
the emergent theme in brackets; put any NEW emergent themes in your second document 
where you are copying and pasting your emergent themes--creating a LIST 
8) QUICKLY CONTINUE TO CLASSIFY ALL DATA BY THEMES - if you have a 
LOT of data, eyeball and read quickly examples (101-200)--searching for every place 
you can highlight in yellow a new emergent theme (e.g. feeling the focus is 




where the new emergent theme fits in (e.g. #104 reflects the theme of perceiving the need 
for supervision/training/new curriculum)  
9) CREATE TABLE AND ORGANIZE BY REDUCED CATEGORIES THAT 
ENCOMPASS GROUPS OF THEMES: turn your final LIST of emergent themes (e.g. 
20) into a TABLE; search for CATEGORIES OF THEMES that may accommodate 3-5 
of your emergent themes (fit under it like an umbrella); organize the LIST of emergent 
themes so groups appear under the higher order CATEGORIES. For example, there may 
be just 3 categories of solutions, or strategies, or complaints might each encompass 3-4 
themes.  
10) ENTER FREQUENCY AND PERCENTAGE IN TABLE: go back and count the 
number of times each emergent theme appeared in your data; add to your TABLE n and 
% for number of times the emergent theme appeared--even as it it now under a 
CATEGORY in your table.  
11) REPEAT PROCESS FOR THE NEXT QUESTION--NEXT BODY OF 
QUALITATIVE DATA  
Allow yourself to REPEAT your 3 categories of solutions, or strategies, or complaints 
which might each encompass 3-4 themes 
12) Allow yourself to create a FINAL TABLE that organizes categories and themes. 
 
 
 
